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I recognized that practically 
every patient who consulted 
me wanted to know, not what 
ailed him, but what was to be 
the outcome of his complaint. 


Sir JAMES MACKENZIE 
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Changes in Family Case Work Salaries during the Depression 
Ralph G. Hurlin 


OUNTERACTING influences affected 

salaries in private family case work 
organizations during the depression. The 
decline of contributions for social work pur- 
poses and the general downward movement 
of wages and salaries were both important 
factors tending to reduce these salaries. On 
the other hand, from the beginning of the 
depression the demand for workers who had 
had training and experience in family case 
work operated in the other direction. Early 
in the period more workers were needed in 
the private agencies, as they first assumed 
the responsibility for meeting the growing 
need for relief. Their need for additional 
workers continued as they expanded to ad- 
minister public relief appropriations. Later, 
as public agencies were established or ex- 
panded and responsibility for emergency re- 
lief operations was shifted almost entirely to 
public auspices, workers as well as cases 
were transferred from private to public 
agencies and the demand for qualified 
workers, particularly for those in the super- 
visory grades, was intensified. 

Still other influences were in operation. 
Trained workers met the competition of un- 
trained workers during the depression, 
which tended to lower the salary of the 
trained worker. The salary averages, 
moreover, were affected by the influx of 
new workers at beginning wages. This 
is particularly noticeable for the execu- 
tive positions. In many instances experi- 
enced executives in private agencies were 
drafted for administrative positions in pub- 
lic relief agencies and were replaced by less 
experienced executives whose lower starting 
salaries have an important influence on the 
averages for this position for the past few 
years. 


The net result of these influences was that 
salaries in private family case work in gen- 
eral did not undergo great decline in the 
course of the depression and in 1936 com- 
pare favorably with those of 1929. This, at 
least, is the conclusion indicated from the 
comparable data obtained in five successive 
studies of salaries of the case work personnel 
of these agencies within the eight-year 
period, 1929 to 1936. 


ALTHOUGH data were obtained in each 
of these studies for a large majority of the 
private non-sectarian and Jewish family 
agencies, none of the studies was completely 
representative of the two groups of agencies 
and the extent of representation varied. 
Therefore, for the purpose of recording the 
changes that have occurred during the eight- 
year period, we have used the records of the 
164 organizations, of which 33 were Jewish 
and 131 non-Jewish, that submitted sched- 
ules for each study. The changes occurring 
in number and salaries of the case work per- 
sonnel of these identical agencies are shown 
in the two accompanying tables. 

Table 1 classifies the total case work per- 
sonnel of the 164 agencies each year by posi- 
tion. Except in one instance the definitions 
of positions used in classifying the workers 
were essentially similar throughout the 
series of studies. In each study standard 
definitions were circulated to the reporting 
agencies and the schedules required report- 
ing of each worker’s position title, both as 
used in the agency and according to the 
standard classification. Since these 164 
agencies applied the standard definitions in 
each successive study, the resulting classi- 
fication by positions may be assumed to be 
reasonably satisfactory. The important 
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change in the classification was the distinc- 
tion made, after the first study, between 
students and other workers-in-training. It 
should be noted that the figures of Table 1 
relate only to paid workers. Student 
workers in this classification are students en- 
rolled in a school of social work who are 
doing practice work with an agency as part 
of the school assignment and who are paid 
by the agency for their work. In the 1929 
study, students and other workers-in-train- 
ing were not reported separately and the 
number of students identified in our tabula- 
tion is undoubtedly too small, as is noted in 
the table. 

From 1929 to 1932 the case work staffs 
of these agencies increased by about 83 per 
cent. The expansion was greatest in the 
non-Jewish agencies, where the personnel 
nearly doubled. With the introduction of 
the federally controlled relief program in 
early 1933, large numbers of workers were 
transferred to the public agencies, and by 
March 1934, when the fourth study was 
made, the staffs of the 164 agencies included 
only 101 more workers than before the de- 
pression. By March 1936 some further 
reduction had been made in the aggregate 
staff of the agencies, though many agencies 
that had reduced staffs sharply by 1934 had 
made some increase in workers by 1936. 
In March 1936 the total case work person- 
nel of the Jewish agencies was slightly more 


than in 1929, while for the entire group the 
total was only 50 workers less than in 1929. 

It will be noted that part of the increase in 
staff in 1931 and 1932 is accounted for by 
emergency workers. In 1932 the 725 emer- 
gency workers represented more than a fifth 
of the total case work personnel. Many of 
these workers were unemployed persons in 
need of relief. Although employed as tem- 
porary workers, usually without undergoing 
any formal course of training, it is probable 
that many of these workers were later trans- 
ferred to the expanding public agencies, 
where their experience gained them pre- 
ferred standing. By 1934 only 12 workers 
in this group of agencies were classified in 
this category. 

Perhaps the most noteworthy feature of 
Table 1 is the evidence it offers of decrease 
in the use of apprenticeship training. The 
figures for students in 1929 are not satisfac- 
tory, as already stated, but there appears to 
be no doubt that there is now much more 
employment of student workers and very 
much less employment of other workers-in- 
training than before the depression. The 
reversal in the proportion of students and of 
other workers-in-training between 1931 and 
1936 is certainly significant. 


THE movement of salaries over the eight- 
year period is shown in Table 2, both by 
position and by size of city. The size-of- 
city classification is the same as that used in 





TABLE 1. CLASSIFICATIONS BY PosiTION OF Parp, Futt-Trme Case Work PERSONNEL oF 164 
ORGANIZATIONS AT Five Dates, 1929 to 1936 


Position 


ee en Pe ere 
Directors of family case work departments.......... 


Ch <a kad asp ChUseehceeibeseaesacnsnesens 


Assistant supervisors...... 
District secretaries...... 


Assistant district secretaries. .......ccccccccccccess 
eke oo de gales Ged wale ndiga male a kia eka 
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Other case workers-in-training..................055 


Emergency workers........ 
Special workers........ 


i. + 46 seq packeiebbesessanevouns 


131 Other agencies....... 
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May April April March March 
1929 1931 1932 1934 1936 

156 155 154 153 156 
14 14 13 9 8 
54 58 60 55 56 
6 5 6 6 6 
222 236 255 203 177 
46 76 116 43 45 
944 1,110 1,213 1,183 1,093 
412 179 221 115 111 
293 2 390 482 96 47 
0 275 725 12 0 
56 85 104 58 83 
1,832 2,583 3,349 1,933 1,782 
328 376 392 323 351 
1,504 2,207 2,957 1,610 1,431 


The directors of eight Jewish agencies served also as directors of federations and were omitted 


from the tabulations. 


* Distinction was not made between students and other workers-in-training in collecting data in 
1929. The number of students here shown is too small and the number of other workers-in-training 


correspondingly too large. 
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the table appearing in the earlier article,’ in 
which the more numerous data for 1936 
were presented. Comparison with that table 
will show some differences in the respective 
median salaries, but in general there is close 
agreement between the two sets of figures 
for 1936. 

Since to be very significant a median 
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salary should represent the experience of 
both a considerable number of agencies and 
a considerable number of workers, Table 2 
shows the number of workers and the num- 
ber of agencies represented by each median 
figure. Where the number of workers ap- 
pearing in a category is less than six, no 
median salary is given. No figures are in- 











Tav_e 2. MEDIAN ANNUAL SALARIES BY POSITION AND S1zE oF City, 164 IpenNtTIcCAL Private FAMILY 
Case Work ORGANIZATIONS, 1929, 1931, 1932, 1934, 1936 





May, 1929 April, 1931 April, 1932 March, 1934 March, 1936 
one 24 e 3% e | e “2% e 2 
pple fern «= BEE ORE CREE BE OES E SB CREE SS GEE SE 
: S&&&® 38 S&B SS SKB SS SKE SS SKE ER BE 
Executives 
Under 25,000 13 13 $2,100 13 13 $2,100 13 13 $2,100 13 13 $1,992 13 13 $2,000 
25,000 to 50,000 30 30 2,225 30 30 2,325 30 =30 © 2,210 30 30 1,992 30 30 2,000 
50,000 to 75,000 16 16 2,550 16 16 2,700 16 16 2,400 16 16 2,310 16 16 2,255 
75,000 to 100,000 6 6 3,000 6 6 3,000 6 6 2,750 6 6 2,748 6 6 2,600 
100,000 to 150,000 22 22 2,790 22 22 3,000 22 22 2,840 22 22 2,748 22 22 2,738 
150,000 to 300,000 22 22 3,150 22 22 3,550 22 22 3,400 22 22 2,904 22 22 2,985 
300,000 to 500,000 11 11 4,000 11 11 4,200 11 11 4,000 11 11 3600 11 11 3,600 
500,000 or over 27 27 5400 27 27 5,400 27 27 5,400 27 27 5,232 27 27 5,200 
Directors of family case work departments 
500,000 or over 8 8 4,350 8 8 4,450 8 8 4,290 8 8 3,690 8 8 4,150 
Case work supervisors 
150,000 to 300,000 10 10 2,400 10 10 2,450 10 10 2,540 10 10 2418 10 11 2,592 
300,000 to 500,000 & 8 3,000 8 8 3,000 8 8 3,000 8 8 2,865 8 8 3,000 
500,000 or over 22 22 3,000 22 22 3,000 22 22 3,000 22 22 2,820 22 22 3,100 
District secretaries 
150,000 to 300,000 7 20 1,860 9 25 1,800 9 31 1,800 7 20 1,692 4 11 1,920 
300,000 to 500,000 6 31 2,100 7 35 2,100 7 35 2,100 7 28 1,956 7 28 2,160 
500,000 or over 22 169 2,160 21 172 2,400 21 183 2,400 21 150 2,220 21 134 2,400 
Assistant district secretaries 
500,000 or over 8 46 1,890 15 76 1,860 13 116 1,848 9 43 2,004 8 45 1,992 
Case workers 
Under 25,000 6 7 1,300 7 13 1,425 8 14 1,325 9 14 1,308 8 14 1,290 
25,000 to 50,000 22 31 1,420 23 40 1,440 24 50 1,440 22 53 1,200 23 42 1,368 
50,000 to 75,000 13 34 1,320 16 48 1,500 16 44 1,500 16 36 1,260 15 41 1,440 
75,000 to 100,000 8 28 1,400 8 34 1,455 8 40 1,365 8 46 1,140 8 41 1,320 
100,000 to 150,000 22 72 1,500 22 88 1,500 22 104 1,460 20 79 1,356 22 80 1,380 
150,000 to 300,000 22 136 1,380 23 158 1,440 22 173 1,380 23 173 1,242 23 147 1,440 
300,000 to 500,000 15 160 1,470 15 167 1,500 15 177 1,500 15 160 1,380 15 155 1,500 
500,000 or over 27 476 1,650 27 562 1,680 27 611 1,620 27 622 1,560 27 573 1,650 
Student case workers 
500,000 or over 8175 1,095 10212 1,200 10112 990 12 96 1,020 
Other case workers-in-training 
25,000 to 50,000 4 4 7 7 960 8 10 1,050 5 2 3 4 
50,000 to 75,000 S 2 ws 8 18 1,140 6 23 1,200 a a= 3 4 
75,000 to 100,000 oe & ue 5 18 1,020 5 25 1,000 4 12 1,020 a a 
100,000 to 150,000 7 13 1,080 7 13 1,080 9 21 1,140 7- 20 900 5 7 1,020 
150,000 to 300,000 8 17 1,080 10 51 1,140 13 73 1,140 8 17 960 4 9 1,080 
300,000 to 500,000 8 41 1,140 8 6i 1,125 Z 63 1,140 2 18 1,080 00... 
500,000 or over 19 207 1,200 18 218 1,320 21 263 1,320 5 26 1,146 7 21 1,320 
Emergency workers 
300,000 to 500,000 0 0 425 900 470 900 3 3 0 0 
500,000 or over 0 O 13 225 900 14 589 =—900 e¢ 0 0 
Home economists 
500,000 or over 13 21 1,680 13 20 2,050 12 18 2,050 9 14 1860 10 14 1,830 


Tue Famiry, December, 1936, page 254. 
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cluded in this table for position or size-of- 
city categories in which there were only scat- 
tering workers. This will explain the fact 
that somewhat fewer workers are accounted 
for in this table than in Table 1. 

In general the table shows the tendency 
for salaries to increase between 1929 and 
1931. Between 1931 and 1932, few of the 
categories in the table show increase in 
median salary, more show no change, and 
still more show decline. From 1932 to 1934, 
most categories show substantial decline. 
From 1934 to 1936, the movement is re- 
versed, most of the categories showing sub- 
stantial increase over 1934, and half having 
median salaries as high as or higher than 
in 1929. 

It is interesting to note that the salaries 
of both supervisors of case work and dis- 
trict secretaries are higher in 1936 than in 
1929, reflecting probably the active demand 
for supervisory workers in public relief 


agencies. The median salary for case 
workers in 1936 is the same as in 1929 in 
the group of largest cities, where more than 
half of all the case workers are employed, 
and higher than in 1929 in the two next 
smaller groups of cities. Case worker sal- 
aries tend to be somewhat lower than in 
1929 in the smaller cities, where relatively 
few of the workers are employed. 

While these data seem to indicate clearly 
that in the private family case work agencies 
the tendency has been for salaries to increase 
during the past two years, and that the gen- 
eral level is now no lower than in 1929, great 
satisfaction cannot be taken in this fact, since 
it is probable that, on the average, the quali- 
fications of the workers in these agencies 
are considerably higher in 1936 than in 
1929. Although evidence on this point was 
not produced in this study, it is probable 
that the proportion of thoroughly trained 
workers is much larger now than eight years 
ago. 


What the Social Worker Can Do about Cancer 
Ellis Fischel, M.D. 


HE organized fight against cancer is of 

comparatively recent origin. It was not 
until 1913 that the American Society for the 
Control of Cancer was incorporated and only 
since then has the full power of nationwide, 
concerted effort toward a better understand- 
ing of this disease been manifest and the 
complexities of waging a successful fight 
comprehended. Fear is the predominant 
obstacle to be overcome. Fear is largely the 
result of ignorance; hence the slogan of the 
American Society for the Control of Cancer, 
“Fight Cancer with Knowledge,” is ad- 
mirable. Various channels have been used 
for dispensing knowledge which can be 
easily understood and utilized by the mass 
of reasonably intelligent individuals. The 
so-called leisure class and that portion of the 
population which reads newspapers and 
periodicals can be informed about cancer 
through the distribution of literature and the 
many columns of news items which have 
been so generously donated by the news- 
papers. But there is still a considerable 
number of citizens of the United States who 


are so engrossed with the problem of exist- 
ence under adverse conditions that disease 
does not enter their consciousness until it is 
forced upon them by pain or physical dis- 
ability. It is this portion of the population 
which can be most effectively reached by the 
social worker. 

Social workers have long recognized their 
responsibility in the wars waged against 
other diseases. The enormous drop in the 
mortality from tuberculosis and the re- 
markable understanding of this disease now 
shown by the lay public must be attributed, 
at least in part, to the active participation of 
this group. The awareness of social workers 
of the venereal disease problem and their 
effective co-operation with public health 
officials have contributed greatly to the 
progress which has been made toward its 
control. Heart disease and other types of 
chronic illness have been treated more effec- 
tively because of the team play between 
doctors and social workers. Cancer presents 
even a greater challenge to social workers. 
The peculiarly intimate and personal contact 
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of the social worker with the families under 
her care offers an unparalleled opportunity 
for detection of the early signs of cancer, 
interpretation of possible treatment, and 
dispensing up-to-date information about the 
disease. 

Not only is the social worker’s occupation 
an opportunity, it is also a responsibility. If 
she is well informed, she may be able to 
recognize early cases of cancer and to direct 
individuals to the proper sources for diag- 
nosis and treatment. Her responsibility is 
unique, for she occupies the role of coun- 
selor and adviser in the families under her 
care. If she is alert and well informed, her 
counsel will be timely and life-saving. If 
she shares her client’s ignorance and fear 
about the disease, the opportunity for effec- 
tive treatment may be lost. Her responsi- 
bility continues after treatment is begun 
because the treatment advised often presents 
serious social complications. It may entail 
the mother’s absence from home for several 
days or weeks, or temporarily remove the 
wage earner from his gainful occupation. 
There may be children needing the care of 
this mother or the material support of this 
wage-earner. The provision for these needs 
is distinctly a problem for the social worker. 
The favorable time for the treatment of 
cancer is often lost through delay or pro- 
crastination. The social worker in her help- 
ful capacity as adviser should be able to 
insist that no delay can be tolerated in ob- 
taining proper treatment ; and this insistence 
can be effective only through adequate and 
skilled adjustment of the family situation. 

These are tangible and self-evident re- 
sponsibilities of the social worker in the war 
against cancer but her responsibility extends 
even further. She should be a force among 
the people of the community in which she 
works. Cancer is not only one of the great 
medical problems of the day, it is also an 
exceedingly interesting biological phenome- 
non. It is not difficult to create interest in 
the subject provided it is presented in a, 
sane, enlightening manner. The more com-_| 
munity interest is aroused in the cancer| 
problem, the more effective will its control | 
become. 


to fight this disease. Some communities | 
have been divided into groups of five families 
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In Denmark, for instance, the | 
women have organized into a veritable army | 


each, one woman obligating herself to see 
that no member of any of the five families in 
her group develops cancer in an advanced 
stage without at least having been urged to 
secure treatment before this stage is reached. 
It would be impossible to measure the result 
if every social worker in the United States 
would accept this challenge with the same 
degree of enthusiasm and devotion. 


H OW can the social worker best equip her- 
self to discharge her responsibility? In the 
first place, she must herself possess a sound 
attitude toward cancer. The American So- 
ciety for the Control of Cancer will gladly 
furnish free of charge pamphlets dealing 
with many aspects of this disease. Contrary 
to popular belief, a great deal is known 
about cancer. Everyone is more or less sus- 
ceptible to the development of cancer since 
it is generally accepted that cancer is formed 
from tissue cells of the individual. In order 
to have cancer an individual must have a 
constitutional predisposition for its develop- 
ment. This may be either a general consti- 
tutional predisposition or it may be purely 
local. In addition to this predisposition 
toward cancer there must be some irritant at 
work upon the susceptible tissue. Many of 
these irritants are well known and cancer 
can be produced almost at will upon experi- 
mental animals by the repeated application 
of such irritants. In man, the number of 
so-called stimulating factors is legion. We 
have cancer occurring in certain occupations 
in which the workers are exposed to these 
irritating substances. Certain individuals 
will develop cancer of the skin if overly ex- 
posed to sunlight; such cancers of the skin 
are common in farmers and sailors. The 
early workers with X-ray, before it was 
known how to afford protection from this 
apparatus, developed cancer of the skin and 
many of them have died. (This danger, 
fortunately, has been entirely eliminated.) 
A certain percentage of workers in the ani- 
line dye industry have for years been known 
to develop cancer of the bladder. Certain 
animal parasites and a few bacteria have 
been identified as associated causes in the 
production of this disease. 

The hereditary factor is one that is very 
greatly feared by the unintelligent. While 
cancer can be bred into a strain of mice so 
that practically 100 per cent of this particu- 


| 

















ee 








oe ee 








324 WHAT WE CAN DO ABOUT CANCER 


lar strain will develop spontaneous cancer, 
yet such inbreeding is manifestly impossible 
in man. Cancer as such is not considered 
to be inherited. Neither is cancer con- 
tagious. There is not a single instance of a 
nurse or doctor “ catching” cancer from a 
patient—no matter how continuous was the 
exposure. Neither can cancer be transmitted 
through toilet articles or utensils used in 
cooking or eating. There is no need to 
fear the presence of a cancer patient in a 
family or home because of danger to those 
not afflicted. 


HOW is the social worker to detect the 
early signs of this disease among the people 
with whom she comes in contact? She 
must not only be alert to what her client tells 
her but she must also be observant. Very 
seldom will the afflicted person come to the 
social worker for advice concerning definite 
symptoms, because the early signs and 
symptoms of the disease are so trivial that 
they will scarcely make themselves apparent 
even to the patient. Most skin cancers 
make their appearance either about the face 
or hands and these areas of the body are 
usually uncovered. The earliest signs of 
cancer of the skin are a wart or mole, a 
scaly spot or an ulcer. These signs are very 
common and, of course, most of them do 
not indicate cancer—but a few of them do. 
It is essential that the bad ones be recog- 
nized and dealt with properly long before 
they bother the patient, if the best chance 
for cure is to be obtained. Cancer of the lip, 
tongue, and mouth makes itself known 
through an ulcer or wart-like growth. All 
ulcers in these regions that do not heal 
within a week or ten days must be under 
suspicion and medical advice obtained for 
the patient. When cancer afflicts regions 
beneath the skin, the problem becomes more 
difficult but there are certain signs which 
should never be permitted to be ignored. A 
lump in a woman’s breast must be proved 
not cancer. Many women will think they 
have lumps but what they feel in the breast 
proves to be a perfectly innocent condition. 
However, a lump of any kind calls for ex- 
pert medical advice. Cancer of the more 
accessible internal organs—such as _ the 
uterus, the bladder, and the rectum—will 
manifest itself either by an unusual discharge 
or by bleeding. The unnatural appearance 


of blood from any of the normal openings 
of the body demands an explanation and the 
person who notices such bleeding must ob- 
tain a satisfactory explanation as to its 
cause. In the digestive tract, a disturbance 
in food habits is perhaps the earliest sign. 
An individual who has taken great pleasure 
in eating may gradually acquire a distaste 
for food, the most frequent statement being, 
“T don’t know what’s the matter with me, 
I don’t seem to want to eat any more.” Pain 
is absent in the early stages of this disease 
and often a most careful examination, usually 
including X-ray examination by experts, is 
necessary to disclose the presence or absence 
of cancer of the stomach or intestines. 

Suppose that a social worker has “ spotted” 
a possible early case of cancer and has per- 
suaded the individual to consult a clinic or 
physician, where he has been given advice 
either as to the necessity for special exam- 
inations or the removal of the growth. All 
this may be new and difficult for the patient | 
to understand. It is, therefore, essential that 
the social worker to whom the patient re- 
turns in mental distress shall be aware of 
the possibilities for treatment and the pro- 
cedures employed in handling this disease. 
In the first place, she should know that diag- 
nosis in many cases can only be made by 
means of microscopic examination of tis- 
sue and this necessitates what is termed 
biopsy, namely the removal of a portion of 
an ulcer or growth, usually under local 
anesthetic, for examination. Many people 
have the idea that “cutting into cancer” 
spreads it. When this is done in a proper 
manner, such is not the case; often micro- 
scopic examination of tissue is essential not 
only for diagnosis but also for determination 
of the best method of treatment. Sometimes, 
as already mentioned, special examinations 
are necessary—such as looking into the blad- 
der, by means of a cystoscope, or into the 
esophagus or trachea. These examinations 
are usually done by specialists and, while 
uncomfortable or even painful, are fre- 
quently essential if the opportunity for cure 
is to be grasped. 


TREATMENT may be a minor procedure 
or it may entail the most dangerous and 
radical surgical procedures. Radium, X-ray, 
and surgery are the three methods recog- 
nized as effective in the treatment of cancer. 
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Treatment by X-ray usually does not require 
hospitalization and is carried out by frac- 
tional methods over a period of days or 
weeks. If administered for the treatment of 
deep-seated cancer, it not infrequently causes 
some sickness and some reaction on the skin. 
Treatment by radium may be either from an 
apparatus suspended at a distance from the 
patient, similar to X-ray, or from an applica- 
tion directly to the body surfaces, or by 
implanting very small quantities of radium 
beneath the body surfaces either by incision 
or through the insertion of needles. The 
late reaction from radium is usually quite 
severe and must be understood as essential 
to effective treatment. Treatment by surgery 
runs the full gamut from the removal of a 
small growth under local anesthesia or its 
destruction by heat or electricity to the most 
formidable and mutilating operations. 

The outline of the treatment of cancer by 
recognized effective standard methods should 
be supplemented by a brief discussion of the 
many “lures” that are held out by unethical 
practitioners and by some laymen to entice 
the cancer sufferer into their net. While 
some of these “ quack” remedies and insti- 
tutions believe implicitly in the efficacy of 
the remedy offered to the cancer sufferer 
(usually for a monetary consideration far in 
excess of its commercial value), not one has 
any true conception of the nature of cancer 
nor have they means for scientific diagnosis 
of this disease. It is true that escharotics 
and cancer pastes will occasionally destroy 
a superficial malignant growth, but if the 
tumor is at all extensive the irritation that 
always accompanies the use of these salves 
and ointments spreads the disease much 
more rapidly. Moreover, the amount of 
pain and discomfort to the cancer patient is 
far in excess of that which would follow 
treatment by recognized methods: e.g., 
radium, X-ray, and surgery. Should the 
pressure become great upon the social 
worker to answer questions about treatment, 
she can always suggest that the inquirer 
communicate with the American Society for 
the Control of Cancer for the latest authentic 
information in reference to the specific sub- 
ject involved. 


WHITH this great variability in the mani- 
festations and treatment of the disease, the 
social worker should understand and try to 
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appreciate the great variability in the reac- 
tions of the human mind to cancer. It is 
very hard for a robust man, who has never 
been sick in his life, to realize that a painless 
sore on his tongue is a malignant disease that 
will destroy his life in a very unpleasant 
manner in an average of one year’s time if he 
does not have it successfully treated. An 
intelligent school teacher, whose entire life 
has been a sacrifice of herself for others, may 
hide from her family and close associates 
the fact that she has a lump in her breast 
until the possibility of successful removal 
has been lost and will often give as her 
reason for delay that she did not want to 
worry her family, who already had worries 
enough, even though she knew she should 
do it for her own good. Other individuals, 
while fully conscious of the possible ravages 
of cancer, prefer to be like the ostrich and 
bury their heads in the sand rather than 
face that danger in a courageous manner. 
Perhaps if more people who have been cured 
of cancer would make that fact known to 
their friends and the people with whom they 
come in contact, this “ostrich complex ” 
would not be so common. In other words, 
the more the curability of cancer is empha- 
sized, the less fear will prevail about this 
disease. 

The reactions of patients to advised treat- 
ment is most variable. Many patients “ fear 
the knife”; they are perfectly willing to let 
the doctor treat them in any way just so he 
does not do any “cutting.” Others have 
known of friends or relatives who have been 
“terribly burned” by X-ray or radium and 
have a tremendous prejudice against such 
methods of treatment. Every human being 
has more or less repugnance to bodily muti- 
lation, and this has prevented some hopeful 
cases from being cured when cure necessi- 
tated the loss of some part of the anatomy 
such as the breast or the uterus; naturally, 
hesitancy is most marked when the question 
is raised of amputating an arm or leg in 
order to obtain cure. One should be sym- 
pathetic always if one wishes to be helpful 
psychologically to these patients. Perhaps 
the most potent argument for the acceptance 
of treatment that entails a certain amount of 
mutilation is that the disease, if unchecked, 
will cause a condition which will not only be 
equally disfiguring but will also be foul- 
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smelling, bleeding, and most objectionable to 
all who come in contact with the patient. 
When cancer affects certain organs of the 
body, its successful treatment catises condi- 
tions of great social importance and it is well 
that the social worker understand how 
changed physiological conditions can be 
handled in a manner that will permit the 
person so changed to deal with them intelli- 
gently. For instance, how can any one talk 
without a tongue or with a badly mutilated 
tongue? But the tongue is not essential for 
speech. It is much more important for the 
mastication of food than it is for the emis- 
sion of intelligible sounds. True, a patient 
will lose about 30 per cent of his vocabu- 
lary if he has no tongue. However, he 
soon learns to make himself easily under- 
stood. The loss of the larynx is of much 
greater significance, particularly to one who 
is dependent upon speech for his living. 
However, today an apparatus called the 
“ artificial larynx ” is obtainable which, with 
some practice, permits the patient without a 
larynx to enunciate clearly and loudly so 
that ordinary conversation is unhindered. 
The loss of an arm or leg can be compen- 
sated for by artificial limbs. For example, 
a waitress who lost her left arm above the 
elbow through a malignant tumor of the 


wrist was provided with an artificial arm 
by interested and sympathetic friends. She 
acquired skill as a typist and eventually be- 
came the valued secretary of a business man. 
The removal of the rectum presents a picture 
to the average lay person of social ostracism 
because of the fact that an artificial opening 
must be made for the passage of gas and 
fecal material. However, when such an 
opening is properly placed and receives 
proper care, the administration of an enema 
and thorough washing out of the bowel once 
a day will prevent embarrassing accidents. 
There are many examples of individuals 
with a so-called artificial anus occupying re- 
sponsible positions of all sorts, none of their 
associates having the least idea that they 
have any abnormal physical arrangement. 

From this résumé of various aspects of 
the cancer problem, the social worker can 
appreciate her unusual opportunity to render 
an important service both to her community 
and to the cancer patient. By becoming 
“cancer conscious” she can prevent much 
suffering, loss of life and of morale; and, by 
her increased usefulness to the individuals 
dependent upon her for guidance, she can 
acquire an ever-increasing satisfaction in her 
calling. 


The Social Worker Looks at Cancer 
Eleanor Cockerill 


ANCER is not a favorite topic of con- 

versation. It is seldom mentioned 
even in those cozy chats about operations 
which women seem to enjoy so much. In 
fact, it is studiously avoided until the disease 
itself intrudes and demands _ recognition. 
Even then, the name of cancer is whispered 
and its presence carefully concealed. 

Social workers are not unlike the general 
public in their attitude toward cancer. If this 
statement seems unjust, a careful scrutiny 
of our own feelings about this disease may 
be revealing. How do we react to the infor- 
mation that a client has cancer? Do we like 
to visit a home where there is a cancer 
patient? Do we enjoy reading the literature 
that is available? Would we choose to 
attend a lecture on cancer in preference to 


one on another subject? Do we look at a 
cancer exhibit displayed in a shop window? 
Do we encourage our cancer patients to tell 
us just how they are feeling and what the 
disease means to them? Can we bear look- 
ing at their lesion if it is exposed to view? 
The social worker cannot avoid the reality 
of cancer. If it does not intrude into her 
own family group or her circle of intimate 
acquaintances, she will surely meet it face to 


/ face in her case work contacts. The univer- 


sality of cancer makes it a common foe, an 
enemy of the rich and poor, the white and 
black, the young and old. 


SINCE it is inevitable that the social worker 
must look at cancer, how may she be more 
helpful? How may she give the cancer 
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patient the assistance he desires from her? 

An awareness by the case worker of her 
own feelings is an absolute essential for a 
helpful relationship with the cancer patient. 
This is a fundamental concept of generic 
social work generally accepted by case 
workers but frequently forgotten when the 
problem of cancer arises. Much of the re- 
sistance the worker may find in herself is 
due to a lack of factual information about 
the disease. Greater familiarity with the 
nature of cancer, the possibilities for treat- 
ment and the evidences of curability will do 
much toward helping the worker accept 
cancer just as she accepts tuberculosis or 
heart disease. She will need also to scruti- 
nize her own feelings about pain, death, and 
disfigurement. Why does she find it difficult 
to look at abnormalities and unpleasant 
lesions? These are probably more funda- 
mental feelings but they need not limit her 
if their presence is recognized. 

When the worker has analyzed her own 
personal equipment for dealing with cancer, 
she is ready to look at the cancer patient 
himself. She will be able to see him, not as 
a pitiable victim of a hopeless disease, but 
rather as an individual who is faced by a 
life situation threatening his security, happi- 
ness, and comfort. She will see him bring- 
ing to this situation both strengths and 
weaknesses. In all probability he will react 
to this crisis and meet it in the same manner 
that he has met others. It will be apparent 
that the strength for coping with the disease 
must lie within the patient himself and that 
the worker’s task will be to help him dis- 
cover and utilize this strength. The recog- 
nition of this concept leads to a realization 
that there are no special technics for dealing 
with the cancer patient, that there can be no 
uniform approach to him. Each patient is 
unique in the problems he brings and the 
help he desires. 

An understanding and acceptance of the 
cancer patient as he presents himself will do 
much to help the worker answer many of the 
questions that have bothered her. The much 
debated question of whether or not the can- 
cer patient should be told the truth about his 
disease will assume a different aspect when 
the worker realizes that there is no universal 
answer to this question, that each patient 
possesses within himself the ability or in- 
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ability to bear the truth, and that the de- 
cision must be based upon an understanding 
of his individual equipment and need. It 
will be recognized that it is just as necessary 
for some patients as it is harmful for others 
to know the truth. The unsoundness of 
attempting to arrive at an answer to this 
question, which will be applicable to all 
patients, seems apparent. It is important 
that the worker should not confuse her own 
needs with those of the patient when she is 
attempting to arrive at a decision. There is 
wide variation in the attitude of doctors 
toward this question. Perhaps one of the 
greatest contributions of the social worker 
in the treatment of individual cases may be 
the evaluation of the patient’s needs that 
she is able to give the doctor. The sensitive, 
skilled social worker can do much toward 
enriching her own understanding of the 
cancer patient and of others who attempt to 
help him. 


W HAT are the problems the cancer pa- 
tient may bring? Experience with a large 
number of these patients shows that their 
problems fall into three general groups. 
There is the concrete, objective need for ade- 
quate medical care—which may or may not 
be available, depending upon the resources 
of the patient and his community. There are 
those problems relating to environmental 
adjustments which become necessary be- 
cause of the patient’s illness. And there are 
the deeper emotional problems that arise out 
of the patient’s struggle to cope with the 
disease. The patient may bring one or all 
of these needs to the worker. Skill is neces- 
sary to discern the problem and to render 
the service which the case worker is pre- 
pared to give. Let us attempt to analyze 
these needs and the role of the worker in 
meeting them. 

The need for adequate medical care is a 
vital one and the social worker has a real 
responsibility in making this available for 
the client who is unable to secure it himself. 
It may be necessary for her to give him the 
factual knowledge she possesses in order to 
help him distinguish between good and bad 
treatment and to escape the unfortunate ex- 
perience of placing himself in the hands of a 
quack or a pseudo-specialist. She will need 
to know the resources for adequate treat- 
ment available in his community in order to 
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help the patient find his way to them. It is 
essential that there be no delay and the social 
worker should act quickly and helpfully in 
meeting this need. Resources for adequate 
treatment are all too few in some communi- 
ties. The worker should not cease her 
efforts until she has explored every possi- 
bility. The American Society for the Con- 
trol of Cancer is often a valuable source of 
information. An increasing number of 
states are developing state cancer commit- 
tees to whom the worker may appeal for 
guidance. 

Environmental adjustments are equally 
important since adequate treatment may 
easily be blocked by the patient’s responsi- 
bility for the support of a household, the care 
of young children, or numerous other obli- 
gations. Again, the social worker should be 
as helpful as possible in relieving sources of 
strain and worry in order that the energy 
and resources of the patient may be released 
and utilized for combating the disease. In 
some instances, it may be necessary for the 
worker to anticipate these environmental 
problems for the patient who does not articu- 
late them. The wider knowledge of the 
worker will enable her to foresee complica- 
tions of which the patient is not aware. She 
will help him plan wisely in order to avoid 
the disconcerting experience of having treat- 
ment interrupted. Details concerning trans- 
portation to the clinic, special diets, surgical 
appliances, and other important adjuncts of 
successful treatment should be given thought- 
ful consideration. The worker’s ability to 
identify with the patient will make it pos- 
sible for her to render these services in a 
helpful and reassuring manner, without rob- 
bing him of the degree of independence he 
may wish to maintain. 

The incurable cancer patient presents a 
special type of environmental problem which 
confronts the social worker rather fre- 
quently. The terminal care of the hope- 
lessly ill cancer patient often exhausts the 
emotional, physical, and financial resources 
of those upon whom he is dependent. The 
question whether or not institutional care 
should be provided for these patients is 
sometimes asked. The reply is that there 
can be no answer applicable to all cases, 
because of the many individual factors that 
enter into the situation. It is essential that 
the wishes of the patient be considered. 


Where will he be most comfortable and 
satisfied? Many patients will be more satis- 
fied at home than in a hospital even though 
their bed is a mattress on the floor. Others 
are so conscious of the pain and unhappiness 
their illness brings into the home that they 
insist upon entering a hospital at an early 
date. However, there are other factors 
which should be given consideration, before 
the final decision is made. If the patient’s 
care at home may result in definitely under- 
mining the stability of the home, it is well 
to try to lead the patient to an acceptance of 
other plans even though he may prefer to 
remain at home. If the worker feels certain 
that the patient cannot have adequate care 
at home, she will have to weigh the com- 
parative values of the emotional satisfaction 
in being at home and the physical benefits 
of adequate medication and relief measures. 
Many workers do not have to answer this 
question because there are no available insti- 
tutional resources. The problem then be- 
comes one of mobilizing the family’s own 
resources to meet the need. Adequate 


_medical supervision must be provided be- 


cause control of pain is an absolute essential 
for the terminal patient. Supplementary and 
supervisory bedside nursing may be secured 
through nursing organizations in the com- 
munity. The worker’s greatest service may 
be her counseling relationship through which 


‘she is able to help the family view the prob- 


lem more objectively and plan more wisely 
for a situation that may persist for months 
rather than for days or weeks. 

The patient who is undergoing active 
treatment may bring other, less well-defined 
needs to the worker and her recognition of 
them is equally vital. He may need an ob- 
jective, interested person with whom he can 
counsel and to whom he can relate all his 
feelings. It is difficult for him to secure this 
relationship elsewhere because his relatives 
are frequently distraught and hysterical, his 
friends full of conflicting and confusing 
advice. When he can find in the worker a 
person who does not become upset when he 
talks about his disease, who shows no feeling 
of horror when he discusses the operation he 
is facing, who is able to accept his appear- 
ance, who does not lecture him or rebuke 
him because he is hesitant, he will slowly 
come to an acceptance of his diagnosis and 
its implications. In order to be a sensitive 
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listener, the worker should be familiar with 
the different types of cancer and the implica- 
tions of their treatment. When her client 
tells her that he cannot bear the thought of 
going through life with a colostomy, she 
should know that this involves a loss of 
bowel control which may be a real threat 
to him. It is also helpful to know the 
various types of appliances that are available 
to reduce the discomfort occasioned by a 
colostomy. When the client’s feelings center 
about the fear of facial disfigurement, she 
should have some idea of the extent to which 
this may be expected and the possibilities for 
plastic repair. The skilled worker will be 
able to recognize when the patient really 
needs factual information and reassurance 
and when his fears are related to more 
underlying and basic needs. 


ALTHOUGH the social worker’s greatest 
contribution in the field of cancer will be the 
service she is able to render to the individual 
cancer patient, there are numerous other 
ways in which her influence will be felt. She 


may not only be the means of helping her 
own client to arrive at an acceptance of the 
disease but her thoughtful and understand- 
ing interpretation of cancer to his family 
and the community will go far in helping the 
general public develop a more wholesome 
attitude. The numerous opportunities which 
present themselves to her for interpretation 
of the need for adequate treatment, the im- 
portance of continuous and uninterrupted 
medica} supervision and observation over a 
long period of time, and the hopeful aspects 
of early treatment make the social worker a 
most effective channel of cancer education. 
The medical profession will be directly aided 
by the more intelligent co-operation of the 
cancer patient and his increased ability to 
persevere throughout the life-long period of 
observation so essential for an adequate 
evaluation of the results of treatment. Social 
workers need to look at cancer with a greater 
awareness of their part in the control of 
the disease that threatens the security and 
happiness of mankind. 


Understanding the Significance of Eye Troubles 


Anna Harrison 


O understand the necessity for a trained 

eye worker in any hospital or dispensary, 
one must stop to consider the appallingly 
small number of doctors in comparison to 
the number of patients. The lack of time 
the doctor has to give to each patient is only 
equalled by the lack of privacy. When one 
realizes that it is not an uncommon occur- 
rence for a doctor to see from twenty to 
forty patients in a morning clinic, it is no 
wonder that he has not time to explain to 
each patient the nature of his eye condition, 
the necessity for repeated visits to clinic, and 
the urgency of following out certain recom- 
mendations. It is upon the eye social 
worker that this burden falls, and hers is a 
three-fold task: 

(1) She must interpret to the patient the 
significance of the diagnosis and the impor- 
tance of treatment. This is necessary in 
some instances because of the patient’s in- 
ability to grasp recommendations, in others 
because of a language difficulty. Interpre- 
tation must likewise be made to the doctor 
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of the patient’s attitude toward his eye con- 
dition, the financial difficulties that hinder 
his following the treatment, the emotional 
barriers that make clinic attendance a horror 
to him. Interpretation to the community is 
possible through the worker’s contacts with 
other organizations interested indirectly in 
the prevention of blindness, such as clubs, 
schools, fraternal organizations and other 
social agencies. The social worker’s role as 
interpreter cannot be over-stressed. At a 
time like this when we are just emerging 
from the throes of a depression, and particu- 
larly in the south where so many thousands 
of families are dependent, it is inevitable that 
a large percentage of the patients attending 
free clinics should be clients of some relief- 
giving agency. The special eye worker 
would indeed be swamped if she could not 
fall back on non-medical social agencies, both 
public and private, to assist her in solving 
some of her problems of relief, diet, and 
clinic attendance. Without the aid of the 
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family case worker, the medical social worker 
would be powerless in many instances. 

(2) The second task of the special eye 
worker is medical follow-up. It does not 
suffice to tell a patient once that he should 
report regularly to the clinic if he is to 
conserve his vision. He needs to be told 
this repeatedly, and constant reminders— 
through home visits, telephone calls, and 
letters—are necessary. 

(3) The third and most important func- 
tion of the eye social worker is case work. 
This implies handling a multitude of prob- 
lems. It means getting financial assistance 
for needed diets; money for transportation 
to and from the hospital ; funds for medicine 
and glasses. It implies explanation and in- 
terpretation to the patient and frequently to 
the entire family of the diagnosis and prog- 
nosis of the illness. It includes having sev- 
eral or all members of a family examined as 
possible contacts. It always presupposes 
sympathy for the patient and personal in- 
terest in his welfare. 


IN doing general medical social work and, 
later, in working with eye patients only, it 
has struck me forcibly that of no other ail- 
ment of the body are patients so absolutely 
ignorant. Patients seize the significance of 
tuberculosis, the tragedy of cancer, and the 
slavery of diabetes; but they fail to realize 
that eye conditions also are dependent on 
the general condition of the body. They per- 
sist in believing that drops and glasses are 
a “cure-all,” and they insist that they have 
come to the eye clinic for one or the other. 
It takes a great deal of interpretation and 
persuasion to make them grasp the fact that 
nearly every eye disease is a local manifesta- 
tion of some systemic disease and that the 
doctor cannot begin to treat eye conditions 
unless the teeth and sinuses are X-rayed, the 
tonsils are removed if diseased, the blood is 
tested, and a urinalysis is made. There is 
not a single eye diagnosis that does not need 
interpretation. Who is to give this if not 
the social worker? Certainly the doctor 
cannot stop to explain to a lay person the 
nature of a medical diagnosis. Such an ex- 
planation would take from ten to perhaps 
thirty minutes; the doctor has too many 
patients to see and these patients must be 
seen before clinic closes. Likewise, the doc- 
tor has not the time to explain the signifi- 


cance of the diagnosis to the social worker; 
in order to be a help to the doctor, the eye 
worker must be thoroughly acquainted with 
the various eye conditions, knowing espe- 
cially the social implications each diagnosis 
presents. She must be equipped with as 
many sets of technics as there are diagnoses, 
for no two eye conditions present the same 
problems. 

Starting with the new-born and following 
the life span of the patient to four-score and 
ten, the problems that confront the eye social 
worker are varied: 

(1) Ophthalmia Neonatorum: In _ the 
new-born, this eye condition is known as 
“baby’s sore eyes.” It is a violent inflam- 
mation, caused by a germ contracted by the 
baby as it passes through the birth canal. It 
was formerly one of the greatest causes of 
blindness, but legislation and the concerted 
action of several groups have done much to 
prevent it. Six out of ten cases of ophthal- 
mia neonatorum presuppose gonorrhea in the 
mother. If the baby has not been born in the 
hospital, the mother must have a vaginal 
smear made and the father must be examined 
as a possible source of infection to the 
mother. Besides hospitalization for the baby 
and clinic attendance for the parents until 
discharged, the elementary precautions in 
the home regarding the use of bed linens and 
toweling must be explained. Care must be 
exercised in interpreting to the baby’s 
parents the nature of the disease—the hus- 
band is not to be accused of infecting his 
wife as this may lead to much unhappiness 
and domestic discord. It is easy to see what 
social problems lurk behind such a diagnosis. 

(2) Hereditary Eye Conditions: By this 
we mean the myopic child, the child with 
congenital cataracts, the cross-eyed child, 
and those rare cases of retinitis pigmentosa. 
For the high mvyope or near-sighted child, 
follow-up for periodic examinations in clinic 
is instituted ; activity limitation is outlined, 
excessive close work is prohibited; instruc- 
tions as to correct posture are given ; properly 
fitting lenses and placement in a sight saving 
class are prescribed by the doctors. The 
nature of the disease and its tendency to pro- 
gress are explained to the patients or their 
families in order to gain their co-operation. 

Even more interpretation is necessary for 
the child with congenital cataracts. This 
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condition invariably means a succession of 
operations, which the parents will invariably 
refuse; however, if the operations can be 
explained to the parents by telling them that 
each operation consists of a small incision 
in the lens and nothing more, their consent 
is often won. There is also the question of 
performing the operation for appearance’ 
sake, explaining that, if the cataract is left 
un-operated, the child will have a gray pupil 
which is disfiguring. This generally touches 
the pride of the parents. The strongest 
argument, however, is to tell the parents that 
their child will lose the sight in the cata- 
ractous eye if the operation is not performed 
early. When consent has been secured and 
treatment instituted, there is still the neces- 
sity of contact with the family, so that the 
patient will return to the hospital for obser- 
vation at stated intervals. 

A nine-year-old boy from the country was seen 
in the eye clinic and a diagnosis of congenital 
cataracts of both eyes was made. His condition 
had been detected by his teacher and his inability 
to progress made his mother decide to take him to 
the hospital. This timid little mother, barely 
twenty-six years old, who did not understand a 
word of English and who had never left home 
before, was bewildered by the hospital; when the 
doctor told her that operations would have to be 
performed on her son’s eyes, she immediately re- 
fused. She was on the point of deserting with the 
patient when the doctor referred her to the social 
service department. It was explained to her in 
her own language how necessary the operation was, 
the danger of not performing it being far greater 
than the risk incurred in the operation. Her con- 
sent was obtained, the first operation was success- 
ful, and the child is returning to the hospital for 
an operation on the other eye next month. A more 
co-operative mother would be difficult to find. 


Cases of strabismus or “ cross eyes” call 
for as much interpretation and persuasion. 
The old notions that glasses will straighten 
the eyes or that the patient will outgrow this 
condition still persist. In the beginning, 
there is no trouble making the patient wear 
his glasses from the moment he rises to the 
time he retires; it is after he has worn them 
a while and the eye still deviates that the 
social worker’s role becomes difficult. Among 
the colored patients (and they are numer- 
ous), the belief is current that the doctor 
“takes out the child’s eye to straighten it 
and puts it back.” Careful discussion of 
what is done when a muscle is tucked is a 
help; and sometimes the argument that the 
operation should be performed for appear- 
ance’ sake is of assistance. The most con- 
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vincing argument, however, is to tell the 
parents that they are directly causing blind- 
ness through their neglect, and to stress the 
fact that it is an injustice to any child to 
allow him to go through life cross-eyed and 
partially blind. 

A serious inherited condition and one 
which is responsible not only for very low 
vision but frequently for blindness, is 
retinitis pigmentosa. This is an inflamma- 
tion of the lining of the eye found in patients 
in whose families there is a marked degree 
of consanguinity. In the eye clinic at 
Charity Hospital there have been three cases 
in a year and, in each, the patient’s parents 
were closely related, though the fact was 
hard to establish and it was only through 
relatives and neighbors that we were able to 
prove it. Family histories on these cases 
have been helpful to the doctors. 

A young Italian, twenty-five years old, recently 
lost his sight completely because of retinitis pig- 
mentosa. <A social history has revealed that the 
patient’s mother is his father’s own niece—in other 
words, that his grandparents are the same on both 
paternal and maternal sides. To this day, they 
refuse to acknowledge relationship and, still more 
tragic, our patient refuses to face the fact that he 
is blind. He will not hear of being taught any 


handicraft or Braille and will not have anyone 
assist him in any way. 


(3) Phlyctenular Keratitis: One of the 
most common conditions found in patients 
between two and twelve years of age, and 
most frequently in debilitated children who 
react positively to a tuberculin test, is phlyc- 
tenular keratitis, an inflammation of the eyes 
due to the general condition of the body. Is 
the incidence of the disease on the increase 
due to the years of depression? It un- 
doubtedly is, in patients who are clients of 
relief agencies, as the disease is a manifesta- 
tion of the patient’s general physical condi- 
tion and diet and living conditions are 
paramount factors. Prevention is far more 
important than cure, as it has a tendency to 
recur. However, it is also the most hopeful 
of all eye conditions: time after time we have 
found that, as soon as the patient begins to 
get the right kind of food, the eye condition 
subsides. As a rule, we ask for a supple- 
mentary food budget to allow for extra milk, 
fresh fruit, vegetables, cod-liver oil, and a 
separate bed for the patient. The co-opera- 
tion of a non-medical agency is absolutely 
necessary ; without it, we cannot hope to aid 
the patient, for all local treatment will be of 
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no avail if diet and living conditions cannot 
be improved. 

(4) Syphilitic Eye Conditions: The 
largest group of patients are those who are 
victims of syphilitic eye conditions. Inter- 
stitial keratitis, syphilitic iritis, and luetic 
optic atrophy are common diagnoses. They 
present a serious problem, for they not only 
necessitate treatment in the eye clinic until 
all inflammation has disappeared, but they 
demand treatment in the syphilis clinic for 
two years or more. In New Orleans, where 
we do not have a free night clinic for the 
treatment of syphilis, it is almost hopeless to 
try to combat the disease. When treatment 
interferes with work, and work means live- 
lihood, we can hardly blame the patients who 
refuse to follow treatment. 

The discouraging angle of the problem is 
that patients cease reporting for treatment 
as soon as all inflammation in the eyes has 
cleared. They believe themselves cured and 
it is only when the second eye becomes 
affected that they reluctantly return to clinic. 
Frankly, I have been most unsuccessful in 
impressing upon my patients that continu- 
ance of anti-luetic treatment is necessary and 
that a periodic check in eye clinic is equally 
important, if there are to be no recurrences 
of the disease. 

It is an almost Herculean task to get every 
member of some of our large families to 
report to the clinic for Wassermann tests. 
Here the family welfare worker is of incal- 
culable assistance, for she can reach the entire 
family during her visits in the home and can 
explain far better than the medical worker 
the danger to every member who takes the 
chance of going untreated. Although I do 
not have figures to substantiate my state- 
ment, I definitely feel that the greatest cause 
of blindness in Louisiana is syphilis. There 
is certainly no diagnosis which calls for more 
careful handling, more sympathy, more tact. 
An adolescent who learns that he has con- 
genital syphilis is very apt to feel some bit- 
terness toward one or both parents. 


A young white woman, when she learned what 
was affecting her, immediately wrote a long and 
scathing letter to her father who had many years 
ago deserted her mother and ceased to provide for 
her and her sisters. She blamed him for her im- 
pending blindness, bitterly recalling his infidelities 
to her mother. 


(5) Glaucoma: Glaucoma is a hardening 
of the eye due to increased pressure within 


it. What causes this pressure has never 
been determined. It is found most often in 
persons of middle age and can be acute or 
chronic. The glaucoma patients are the only 
group for whom Charity Hospital attempts 
100 per cent follow-up. Unfortunately, the 
doctors in the eye clinic do not tell the pa- 
tients that they have glaucoma, and no lit- 
erature is given them explaining the nature 
of the disease and the necessity for close 
supervision. The interpretation and the 
follow-up, therefore, become the social 
worker’s task. The chronic, non-congestive 
cases are the difficult ones to handle, for the 
patients slowly lose their sight, they suffer 
no accompanying pains in the progress of the 
disease, and therefore many of them report 
to clinic when it is too late. 

The tragic feature of glaucoma is that 
whatever vision is lost during an attack is 
never regained and operations are performed 
to arrest blindness, not to restore sight. 
Many patients will not believe us when we 
try to explain the need for clinic attendance, 
and they continue to invent reasons for not 
reporting to clinic as fast as the worker 
makes these difficulties disappear. They are 
also loath to submit to an operation, and 
many of them desert from the hospital as 
soon as the operation is suggested. 

As glaucoma always seriously affects 
vision, patients afflicted with it need the help 
of the social worker in getting work not re- 
quiring accurate vision. It may mean giving 
up work altogether and accepting relief; it 
always means less ability to sew and read; 
and it frequently means a complete change 
of environment. 


We have had a _ seventy-six-year-old colored 
woman attending clinic for the last year and a 
half, losing her sight because of glaucoma. Tillie, 
our patient, and her husband, Edward, lived in a 
parish sixty miles distant from New Orleans. 
When Tillie’s vision became “dim,” Edward 
thought they should move to New Orleans to “be 
near the doctors,” so he sold his small property and 
the few possessions he had—a cow and chickens— 
and moved to the city. Shortly after the change of 
residence Edward, who was nearly seventy-eight 
years old, became ill and could no longer work. 
The social service department secured aid for this 
couple from their parish and then old Edward died, 
leaving Tillie alone. We did not think it wise for 
Tillie to remain alone—her sight was so poor, and 
we had to make some plan whereby she could 
remain with relatives. If it had not been for the 
excellent co-operation of a society interested in 
the prevention of blindness and of a welfare 
agency, Tillie would have had to return to her 
home in the country in order to be given aid, and 
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she would have had to discontinue clinic treatment. 
Such cases as Tillie’s are numerous. 

(6) Senile Cataracts: Such a large per 
cent of senile cataract cases are known to 
social agencies that I should like to take 
them up at some length. Like chronic 
glaucoma, vision is dimnied gradually; but, 
unlike glaucoma, that vision which is lost 
can be regained through operation and, later, 
through properly fitting glasses. It is a 
common misconception that cataract, once it 
has made its appearance, inevitably leads to 
blindness, and that nothing can be done to 
check its progress or prevent its coming. It 
can be prevented through periodic health 
examinations, and it can be arrested by re- 
moving or treating any focal infection in the 
body, by treating the eye locally, and by sav- 
ing the eye any undue strain. When opera- 
tions are necessary, few patients refuse them 
as they are only too happy to think they have 
a chance of regaining their sight. 

In a section of the country where relief is 
inadequate and the standard of living low, 
we find it a serious problem to secure glasses 
for our cataract cases. These patients will 
make every sacrifice to return to the hospital 
for as many operations as the doctors may 
see fit to perform, but when the prescription 
for glasses is given they invariably do not 
have the necessary funds. The chances of 
getting glasses for the aged are not as easy 
as for younger people where the argument 
of youth—they are going to school or are 
using their eyes for work—is always pre- 
sented. The old man or woman has long 
finished his education and no work is avail- 
able to him at his age. Unless the social 
worker can explain to the agency or the 
community that operations for cataracts are 
useless unless the patient is able to secure 
glasses, it is more than probable that the 
patient will never receive them. 

Only a few of the most common diagnoses 
have been touched upon, but I should like to 
mention in passing some other eye condi- 
tions that need the services of a trained eye 
worker and the sympathy and help of a 
family case worker. 

Toxic amblyopia, a progressive diminution 
of vision due to excessive use of alcohol and 
tobacco, calls for interpretation from the 
doctor, social worker, and family case 
worker. Not only does the necessity of re- 
fraining from intoxicating liquors and 
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tobacco in order to prevent the progress of 
the disease demand explanation, but the 
patient needs help and advice to break a 
habit which has probably been life-long. 

There are also cases of diabetic retinitis 
that necessitate reporting to eye and diabetic 
clinics. The family worker aids with the 
diet and the eye worker explains that if the 
diabetic condition is kept in check the eye 
condition will remain stationary. 

Then there are the cases of sympathetic 
ophthalmia, so difficult to explain to parents, 
when it is necessary to remove an injured 
or diseased eye in order to protect the other ; 
and those terrible and dramatic cases of 
intraocular tumor when the eye must be 
removed in order to protect life itself; there 
is no family that will receive this news 
without questioning. 


OBVIOUSLY, it falls to the medical social 
worker to help the family case worker realize 
the significance of diagnoses made for pa- 
tients attending eye clinic. The latter has 
not had the training the medical worker has 
and any diagnosis, no matter how simple, 
calls for interpretation. How much more so 
the eye diagnosis! 

The family case worker must be made 
“eye conscious ”—but she must first be told 
something about the eye before this con- 
sciousness can be aroused. Last year in 
New Orleans an interesting experiment was 
tried. The eye social worker of the School 
Board and the medical social worker in the 
Eye Clinic of Charity Hospital thought it 
would be a good plan to have a series of lec- 
tures on the eye and its diseases. Several 
ophthalmologists were asked to give lectures 
on the eye. The first was on the structure 
of the eye, and the doctor brought several 
specimens which he dissected, layer by layer. 
The listeners saw the conjunctiva, that thin 
skin covering the eye; they were shown the 
iris, the lens, and the three coats of the eye. 
When the lectures were finished, one of the 
doctors arranged for those attending to wit- 
ness a series of operations: a muscle tucking 
in a cross-eyed young girl; the removal of 
cataracts from an aged man; several opera- 
tions for glaucoma; and an enucleation. 
Among those present were social workers, 
Sight Saving Class teachers, the field worker 
for the Louisiana State School for the Blind, 
and several attendants from the eye clinics in 
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New Orleans. It was no trouble to get the 
doctors to lecture—all who were asked 
accepted and those who were not asked to 
speak requested that they be remembered 
the following year. 

Another means of making the family case 
worker “ eye conscious” is by having case 
conferences with agencies active on eye 
cases. These conferences afford an excel- 
lent opportunity to explain the nature of the 
eye disease, what has caused it, what will 
help it to improve, what will happen if direc- 
tions are followed out, and what will be the 
result if these instructions are ignored. 
When case conferences are not possible be- 
cause the patient is from out of town, the 
worker must rely on a letter to carry the 
message to the family case worker. A clear 
and detailed medical report giving the medi- 
cal diagnosis and its explanation as well as 
the treatment to be followed at home has 
proved to be almost as beneficial as the 
conference. 

The very essence of case work implies a 
striving for the entire good of the client. It 
does not mean merely the curing of his ail- 
ments and the adjustment of the family; if 
it does not encompass prevention of some 
kind, it is short-sighted. The social worker 
in the eye clinic must, as stated above, enlist 
the co-operation of the family welfare worker 
for, although the worker in an eye clinic can 
do a great deal toward the prevention of 
blindness, she cannot do it all. She does not 
see the client at home, nor does she visualize 
the difficulties that may hinder his returning 
to clinic. It is not given to her to see the 
family as a unit, and often she cannot ex- 
plain to the patient’s family the significance 
of the disease. Here the family case worker’s 
aid must be enlisted. For instance, in the 
case of ophthalmia neonatorum, it is far 
easier for the family case worker to interpret 
the significance of the disease to the parents 
in the home than for the hospital worker 
who, perhaps, knows nothing of an impend- 
ing marital discord. Then, too, the medical 
worker, because of the large number of 
patients in the eye clinic, does not always 
have the time to interpret to each individual 
in as detailed a way as she would like. The 
patient does not want to wait until clinic is 
over, when the worker would have the time 
to speak with him, for he is anxious to 


ia 


return home and is tired after waiting for 
his turn; however, if the family worker has 
understood the diagnosis she can interpret 
it to the patient in the privacy of his home. 
The family worker cannot afford to neglect 
a serious eye diagnosis when planning for 
the family. The head of the household who 
is threatened with blindness from glaucoma ; 
the child who is out of school because of 
phlyctenular keratitis; the adolescent who 
loses his job because he has to report too 
often to clinic for treatment of interstitial 
keratitis—these situations cannot be over- 
looked, for they affect the entire family. 
Then, too, the psychological effect on the 
patient of impending blindness or a long and 
painful eye disease is to be considered. The 
family case worker cannot ignore the mental 
strain that will most assuredly result from 
these experiences. 

Better results could be obtained if the 
worker in the eye clinic were able to have a 
conference with the family case worker on 
every eye case known to an agency. The 
medical social worker is too prone to send a 
follow-up letter to the patient and a cursory 
medical report to the agency and think that 
this mild type of urging and brief interpre- 
tation is going to bring the desired results. 
I do not mean to shift the burden of medical 
follow-up to the family case worker; but I 
do think that, if proper interpretation were 
given the family case worker at the very 
beginning of a patient’s attendance at clinic, 
she could work hand in hand with the medi- 
cal social worker. This type of team-work 
will undoubtedly result in both prevention 
and cure ; however, there is apt to be a tend- 
ency on the part of the agencies, medical and 
non-medical, to carry on their case work as 
though they were working within walls. 
The family worker ignores the meaning of 
an eye diagnosis; the medical worker is not 
cognizant of the family difficulties. How 
can sound planning be achieved if a close 
relationship does not exist between the two 
agencies? If this ideal co-operation does not 
exist, I am convinced that it is because the 
medical worker has not made herself clear 
to the non-medical worker. To gain the 
best results she must enlist the interest of 
the family case worker, make her realize the 
significance of eye diagnoses, and show her 
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how valuable and even essential is her co- 
operation. The medical worker always has 
the excuse of the rush of work, or perhaps 
that the family worker has not shown suf- 
ficient interest. If the latter is so, then the 
fault is certainly the medical worker’s. She 
should consider it her duty to make all the 
advances, as it were, by calling case confer- 
ences and by sending repeated, clear, letters. 
It is she who should go out of her way to 
interest the family worker. She can well 
afford to be the aggressor for she is, in 
reality, a salesman of medical information, 
and her aim is prevention of blindness. 

I cannot think of any means by which 
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better co-operation can be secured between 
the medical and non-medical agencies than 
the three I have outlined: lectures on the 
eye, case conferences, and intelligent medical 
reports. I am convinced that understanding 
team-work between agencies will make for 
a better handling of eye cases, for the spe- 
cially trained eye worker cannot do all the 
work alone. To quote Miss Jane Hoey, 
Director, Bureau of Public Assistance, Social 
Security Board: ‘“ There should be a medi- 
cal basis to social work just as there is a 
social basis to medical work—there cannot 
be a complete divorce of the two if the best 
results are to be achieved.” 


An Analysis of Two Interviews 
Aase George 


R. MARTIN came to the family agency 
complaining of “nervousness” and 
asking if we could not send him to a “ nerve 
doctor ” so that he could become well enough 
to return to work as a draftsman. 

Five months earlier he had been dismissed 
from his last place of employment after years 
of continuous service because his work had 
become too inaccurate to be used. There 
were marked symptoms of paresis and the 
results of the Wassermann test and lumbar 
puncture verified the psychiatrist’s tentative 
diagnosis. His wife had partially completed 
nurse’s training at a mental hospital prior to 
her marriage and from the beginning of our 
contact was aware of the seriousness of his 
symptoms. When we saw her, at Mr. 
Martin’s suggestion, we found her fright- 
ened over the situation in which she dis- 
covered herself in middle life, eager to talk 
with us, yet extremely resistant. We gave 
her an opportunity to come in weekly on an 
appointment basis, thinking that perhaps we 
could be more helpful to her than to Mr. 
Martin—who ceased to seek us out once we 
had made contact for him at the clinic. 

In the three interviews that preceded the 
two we are giving here as nearly as possible 
in verbatim form, Mrs. Martin had brought 
out a long history of behavior on Mr. 
Martin’s part that had seemed strange to 
her, much fear regarding possible diagnoses, 
some feeling that the marriage had never 
been satisfying to her and that she now 
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wished she had not been too easy-going to 
break away from Mr. Martin, and strong 
resistance to talking with us about these 
things and to accepting relief. Of particular 
interest, we thought, were Mrs. Martin’s 
reactions in the two interviews immediately 
following her discovery that her husband 
was luetic, although her situation would 
never be duplicated and the treatment that 
seemed to help Mrs. Martin accept the fact 
of syphilis would therefore not necessarily 
prove helpful to another woman with a 
paretic husband. 

The first interview we are quoting took 
place about an hour after Mr. Martin had 
come from the clinic and broken the news 
of the diagnosis to her: 


Mrs. Martin at the office a little early for her 
appointment. As soon as she had been seated in 
our office, she asked in a strained voice, “ What's 
the news?” We turned the question back to her. 
She evaded it, asking us directly what we had 
heard from the hospital. We said that we under- 
stood that the doctor was ready to make a diag- 
nosis now. Had Mr. Martin been at the hospital 
on this date? Yes, he had just come back. We 
wondered whether any diagnosis had been given 
or whether he had been told to come back? He 
was to go back to thé Neurology Clinic the fol- 
lowing day. From Mrs. Martin’s strained expres- 
sion, we thought that she knew more. We asked 
if she had been given any diagnosis. Perhaps it 
would be better if she could tell us what she had 


1 We had previously learned the diagnosis from 
the social worker at the clinic to which we had 
referred Mr. Martin and had at that time been 
told that Mrs. Martin should come in for a 
Wassermann test. 
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been told. With a burst of feeling Mrs. Martin 
said that he had been told that there was a strain 
of syphilis in his blood. He had just come home 
and told her. Neither of them had dreamt that it 
was possible. Mr. Martin had said that he hardly 
knew whether he dared to tell her. We asked 
how she felt about it. She replied with feeling 
that she could not believe it. She burst into tears 
and cried for several minutes. Again she said that 
it was the last thing she had dreamt possible and 
that she still could not believe that it was true. 

She began to bring out a great deal of anger 
against us, speaking with feeling. She shouldn’t 
ever have said anything about Mr. Martin to us. 
She had felt terrible ever since she talked with us 
the previous week. It was not true that Mr. 
Martin had been strange before this last year; 
none of the things she had said about him were 
true. They had never had any quarrels to compare 
with other people’s. She had lived in two-family 
houses so she knew how some people fought. Mr. 
Martin had never been anything but good to her. 
Oh, they had had little differences, but none to 
compare with other people’s. What she had said 
about his threatening suicide was not really true. 
She should never have said that. She was crying 
quite hard at this point. Through her sobs she 
said that it was really she who thought of suicide. 
She cried harder than ever and became more 
openly aggressive toward us. She should never 
have said anything against Mr. Martin. She 
would not have, except for us. We just made her 
think that he was worse than he really was and 
that led her to imagine these things. Every time 
she came to see us, she felt terrible afterward. 
She had cried almost all the time since she came 
in to see us the previous week. 

We commented that she was feeling guilty for 
talking to us about Mr. Martin when he was so 
ill, that she felt angry at us because we had gotten 
her to talk about him. Mrs. Martin denied this 
violently. She did not feel guilty. She knew that 
it was her fault, not ours, that she had talked 
about him. Again with feeling she told us that 
nothing she had told us about him was true. He 
was not losing his mind. She had always known 
that there was just something physically wrong. 
Even the statement he had made to his employer 
that he had three testicles had not been strange 
since he actually had a tumor which would give 
this impression. That did not mean that there 
was anything wrong with him. We commented 
quietly that she had told us this once before and 
that we could understand how he might get this 
idea. Mrs. Martin spoke again of how terrible 
some of her neighbors in two-family houses were 
in comparison to Mr: Martin. They quarreled so 
everyone could hear. There had been nothing like 
that between Mr. Martin and her. On the whole 
he had been good to her. She had no cause to 
complain. She did not know why she had said 
these things to us. With a rising inflection of 
anger in her voice, she said again that it was we 
who made her think of all the little difficulties that 
never really amounted to anything. She should 
never have said anything against Mr. Martin to 
us. Their little differences were really of no im- 
portance. Her voice and expression were pleading 
at this point. 

Once more we commented that we thought she 
was feeling guilty for talking about Mr. Martin 
to us. Probably she felt that it was disloyal when 
he was so ill. Sobbing, she said again that she 


should never have said any of these things about 
Mr. Martin to us. We commented that we thought 
she was afraid that she had given us the wrong 
impression, that we might think her disloyal. 
Perhaps she was worried, too, lest Mr. Martin 
know that she had talked to us about him. With 
a note of fear in her voice, she said that he did 
not know anything she had said . . . at least, she 
hoped not. She did not tell him. She looked at 
us questioningly. We said that of course we con- 
sidered what she told us confidential and would 
not be repeating it either. She looked reassured. 
We went on to suggest that we did not think she 
need be concerned lest we have the impression 
from what she had told us that she found only 
fault with Mr. Martin. She suggested rather 
eagerly that everyone had some faults but that 
Mr. Martin’s were really insignificant. We 
agreed that there was good and bad in everyone 
and remarked that this would be true of Mr. 
Martin. We went on to suggest that we thought 
she had at least two feelings regarding him: there 
were times at which she was very conscious of his 
bad qualities and the things about him which 
annoyed her; there were other times at which she 
saw chiefly the good things about him which she 
liked. She had been recalling chiefly his irritating 
and annoying qualities in talking with us these 
past weeks, but of course we had known that this 
was only the part of the picture most on her mind 
at the time. It was natural that she should feel 
guilty now and be angry at us for having encour- 
aged her to recall these things. It was all right. 
We thought she looked relieved. She replied 
apologetically that she should not blame us; she 
knew it was hard for us to talk to people. We 
said, “It is hard for you to talk to people.” She 
made no response to this. 

Once more she went over how we made her 
recall all the difficulties regarding Mr. Martin by 
giving her the impression that we thought he was 
losing his mind and that nothing could be done for 
him. We made her think of little things in the 
past which seemed strange but it was not true that 
he had been losing his mind or that he had been 
strange a long time ago. She had never believed 
this. Her voice and manner were very pleading 
again. She had always known that there was 
something physically wrong rather than that he 
was losing his mind. We remarked that we won- 
dered what she had thought when she told us that 
she believed he had softening of the brain a few 
weeks ago, later that she thought it might be 
dementia precox, and last week that it seemed like 
locomotor ataxia. Had she not been afraid her- 
self that his mind was affected? Perhaps she had 
guessed what was wrong. She assured us that 
she had never really thought that he was losing 
his mind or guessed what was wrong. It was just 
because we gave her the impression that we 
thought that he was losing his mind that she had 
asked. She did not really know why she had 
mentioned softening of the brain or dementia 
precox. She had read up on locomotor ataxia in 
a book she had at home and noted that some of 
Mr. Martin’s movements were disturbed, so she 
asked about this. She had not really believed it 
was that herself. 

We suggested that she might have been trying 
to find out what we thought. Probably she felt 
that we had been “holding out” on her. Perhaps 
she felt that we had known what was wrong with 
Mr. Martin all along and had not told her. This 
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was said questioningly. Mrs. Martin denied this 
violently. She had known we told her what we 
knew. She did not think we knew what was 
wrong with Mr. Martin before. Then immediately 
she asked if we did. We said that we had not 
known until she came in on this date. We had of 
course known, from the tests that had been given, 
that there was a possibility of syphilis but not the 
diagnosis. We were not a doctor and would 
have no right to make a diagnosis or even to sug- 
gest the possibility to her until the doctor had 
made the diagnosis and told Mr. Martin what was 
wrong. We would not even have had the right 
to talk about the diagnosis with her today if Mr. 
Martin had not been given the diagnosis by the 
doctor and told her about it. That was why we 
had asked her what she had been told when she 
came in. She seemed to follow and accept this 
explanation and her aggressive manner toward us 
dropped away. She began to talk fairly easily to 
us regarding Mr. Martin’s illness. 

She had known herself what the tests meant 
but she had been utterly confident that they would 
be negative. She had felt sure that nothing like 
that could be wrong with Mr. Martin and he had 
felt the same way about it. She still could not 
believe that it was true. We commented that it 
would be hard for her to believe that anyone as 
close to her as Mr. Martin could have a syphilis 
infection. Perhaps there was no other diagnosis 
that would have been quite so difficult to accept. 


‘Crying a little, she assented. She never could 


have gone to the hospital if it had been her. She 
did not see how Mr. Martin could do it. We sug- 
gested that it would have been difficult and painful 
for her and that we knew it must have been so 
for Mr. Martin. She said that it would have been 
painful for her but that Mr. Martin had not 
seemed to mind. 

She asked what the doctor could do for him. 
Could he cure Mr. Martin? We said that we did 
not know because what the doctor could do varied 
so much from individual to individual, depending 
upon the stage at which they were when treatment 
began. We did know that the doctor could help 
Mr. Martin and improve his condition. It would 
probably take a long time but there was definite 
treatment which could help him. Mrs. Martin 
said in a puzzled tone that he was getting better 
without treatment and that she could not under- 
stand this. 

The doctor had said that the infection might be 
twenty years old. Looking at us directly, she 
said quite earnestly, as if trying to convince us, 
“He never had syphilis.” Quickly she added that 
of course the doctor had not said that he had had 
syphilis, just that there was a strain of it in his 
blood. We commented that it was often difficult 
to tell how a person had been infected because it 
was so easy to get an infection without noting the 
early symptoms. Mrs. Martin said that she knew 
this from her nursing experience but that Mr. 
Martin was so clean and particular about himself 
that it was difficult to understand how he could 
have become infected. She spoke about how care- 
ful he was in using public toilets, always warning 
her to use the pay ones. There was no way in 
which he could have become infected. We won- 
dered if she thought there was any possibility that 
Mr. Martin’s first wife had been ill. Mrs. Martin 
was sure that there was no possibility of this. 
Mr. Martin’s first wife had been a nurse too 
and was now well married. After a moment's 
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pause, Mrs. Martin commented that of course she 
knew that men often ran around before their mar- 
riage. She realized that Mr. Martin must have 
done this to some extent but she did not think he 
could have done it as much as other men. Why, 
their friends would be unable to believe this if 
they were told about it. Mr. Martin was known 
as a “goody-goody” in their crowd. He did not 
drink or run around as much as the others. He 
did not even smoke much. 

We asked if she connected drinking and dissi- 
pation with syphilis. No, she knew what the cause 
was. She said this in a strained voice, looking at 
us directly. She had known from her hospital 
experience and she had read about it in a book 
recently. The book said that it was not con- 
tagious. She looked at us directly in a somewhat 
questioning way. We said quietly that it was not 
contagious in the stage in which Mr. Martin had 
it now. There was absolutely no danger of any- 
one getting infected from him now. Of course it 
was infectious in the beginning. She looked very 
alarmed and asked about this. Although she had 
referred to Mr. Martin as being in the tertiary 
stage and said that she knew about the disease, 
we thought her somewhat confused about it. We 
therefore sketched for her quite simply what we 
knew of the early stages and progress of syphilis, 
describing how it was likely to be spread in its 
contagious period. We emphasized the fact that 
it could be cured entirely if medical care was 
sought early enough and that there was definite 
treatment which was helpful even in later stages. 

She followed this explanation with marked 
interest but continued to look anxious. We sug- 
gested that Mr. Martin’s infection was so old that 
it was likely to have been non-infectious before 
she met him but that the doctor would probably 
want her to have a Wassermann test to be abso- 
lutely certain of this. We did not think we were 
suggesting a new idea to her and believed that it 
was better to bring it out into the open. She 
burst into tears and said that she could never do 
that. She could never do what Mr. Martin had 
done. She would feel as though there were no 
use in living if she had “that.” She believed she 
would commit suicide in that case. She cried on. 
We said that we did not want to suggest that she 
be alarmed about this. We thought that there was 
little likelihood that Mr. Martin’s infection had 
been in a contagious stage when he met her and 
that this was the opinion of the hospital. How- 
ever, the doctor would probably feel that it was 
wisest for her to have a test, to be absolutely sure 
of this. We thought she might feel better if she 
were quite sure. She sobbed. Through her sobs 
she said with feeling, “I don’t blame Miss Clark 
for doing what she did.” She went on, “ The 
social worker, you know at the Community Hos- 
pital . . .” She stopped short. Confusedly she 
said that she had not meant to say anything about 
that. She had not known what she was saying. 
She seemed distracted. We said, “Did it have 
something to do with suicide which you were men- 
tioning?” She denied this violently. She 
shouldn’t say anything. We looked at her ques- 
tioningly but made no further effort to encourage 
her to go on. There was a silence, which we did 
not break, in which she seemed to be struggling 
with a thought that she was unable to bring out. 
When she spoke again it was only to say once more 
that she could not go to the hospital. We said 
that we knew it would be hard for her. Perhaps 
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there was a private doctor to whom it would be 
easier to go. She said that she could not go to 
anyone and again repeated with feeling that she 
could never have done what Mr Martin had done 
in going to the hospital. She talked again of how 
he had told her that he was afraid to tell her what 
was wrong. The neurologist had been too busy to 
talk with him today but he was going back. Mr. 
Martin had said that he was unable to ask about 
her today because the doctor was so rushed but 
that he would when he went in again. 

Again she went over her feeling that he was 
getting better and that his mind was not affected. 
Once more she wondered if he could be cured. 
We explained once again that we knew that they 
could treat Mr. Martin and help him but that how 
far they could effect a cure would depend on how 
seriously he was infected by this time. Only a 
doctor could tell about that. We had known 
people with much more acute symptoms who had 
been greatly improved. We wondered what she 
knew about the type of treatment used. She said 
that she did not know a great deal except that 
salvarsan was used. With some questioning from 
her we told her about the usual course of hip and 
arm injections and the use of malaria therapy in 
some cases. She seemed to follow with interest 
and attention. She recalled how, when she 
worked in a small private hospital, she had been 
in charge of a room in which patients injected 
with salvarsan spent the day resting. They were 
rich people who came in for their treatment before 
going on to their homes or their business. She 
had not had much to do except bring them water 
and see to it that they were comfortable. 

She remarked that she had not dreamt that she 
would ever have a closer contact with the 
disease than at this hospital. At home she had 
always been taught to be careful. She did not 
know what people would think if they knew 
(much feeling). We commented that it was diffi- 
cult for her to think that anyone as close to her 
as Mr. Martin had syphilis. We went on to sug- 
gest that she thought of it as a disgrace, as some- 
thing connected with unclean living, and therefore 
found herself unable to believe that Mr. Martin 
could be infected. We thought that a good many 
people thought of syphilis in this way and there- 
fore hated to talk about it. We spoke of how this 
increased the danger of spreading the disease be- 
cause people in general did not have a great deal 
of information as to early symptoms and did not 
readily go to a doctor, that this was unfortunate 
because syphilis could be cured so much more 
easily in an early stage than later. Probably it 
would be much better if we could think of it and 
talk of it as we did regarding tuberculosis, for 
example. After all, both were diseases spread by 
germs for which there was treatment that would 
prevent infection of others. Mrs. Martin had fol- 
lowed all this with marked interest, nodding agree- 
ment from time to time. We thought she relaxed 
and grew noticeably easier. She began to talk of 
the fact that she realized herself that it was not an 
uncommon disease. She knew a nurse who had 
had it and sometimes she sees people working in 
stores and restaurants whom she knew as syphilis 
patients in her hospital experience. We com- 
mented again that syphilis was curable. She said 
quickly that she knew that these people were cured 
but that it would not be so easy for them anyway if 
others learned that they had been syphilitic. The 
nurse about whom she had spoken had begged Mrs. 


Martin not to tell and Mrs. Martin had promised 
to keep this a secret. 

Mrs. Martin spoke regretfully of not having 
made Mr. Martin go to a doctor a year ago when 
he first showed marked symptoms. If she had not 
been so easy-going, perhaps she would have dis- 
covered sooner what was wrong. We tried to 
reassure her a little, asking if she thought the 
doctor would have made an accurate diagnosis. 
Perhaps his symptoms would not have been 
marked enough to most doctors to indicate need 
for a Wassermann. Mrs. Martin thought that this 
was true, recalling how one doctor had examined 
Mr. Martin twice during the past year without 
getting at the cause of his illness. She had 
thought a little bit about taking him to a well- 
known clinic in the vicinity, however. She thought 
they would have found out what was wrong there. 
Didn’t we think so? We agreed that they prob- 
ably would have. 

Mrs. Martin spoke of how it was much worse 
for all this to happen now than at any time in the 
past. We wondered why and she told us, as she 
has on previous occasions, that at any other time 
they would have had money enough to manage. 
They had hung on too long without seeking help. 
They had gotten themselves into debt. Before 
they had had no debts. Now all their furniture 
was mortgaged. She wondered if the doctor could 
cure Mr. Martin so that he could work again. He 
was eager to work. The doctor had told him that 
he would be well in two weeks. She seemed 
quite anxious and looked at us questioningly. We 
said we did not know how long it would take to 
treat Mr. Martin but that we knew it would take 
more time than this. She said that she had thought 
so herself but repeated that the doctor had told 
Mr. Martin he would be well in two weeks. She 
spoke of wanting to work herself. She thought 
that she would feel better if she were working. 
She mentioned lack of confidence in herself which 
would make it difficult for her to find work. It 
always was difficult for her to ask for work and 
now that she has been out of touch with every- 
thing for a time it would be even worse. She 
recalled how her lack of confidence in herself had 
interfered with her work on some occasions. Once 
when she was a nurse the supervisor had told her 
to wash out a man’s stomach. Mrs. Martin had 
never done this and had said that she could not 
do it. The supervisor had replied that she could 
do it and was to go ahead. When she had to, she 
found that she actually could do it. She wished 
that she had finished her nurse’s training. Her 
supervisors had wanted her to. She asked if we 
knew some of the people with whom she had 
worked, naming them for us. We said that we 
did not know any of them and wondered if she 
could contact them again at this time regarding 
work. She said doubtfully that she probably could 
but again stated that it would be hard. 

Mrs. Martin had seemed so in need of talking 
on this date that we had let her stay over two 
hours, although this meant our breaking another 
appointment. Now there was a pause and we 
suggested that we had talked a great deal for one 
day. Perhaps she would like to think further 
about these things and discuss them with us again. 
We mentioned the hour and said that we did not 
suppose either of us had more time on this date. 
Mrs. Martin was apparently startled at the passage 
of time and gazed in amazement at the clock on 
our desk. She said that time had gone so quickly 
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that she had no idea it was so late. We agreed 
that the time had gone quickly. 

Apologetically, Mrs. Martin said that she had 
been pretty upset. She guessed she had felt a bit 
guilty for talking to us about Mr. Martin. We 
commented that it was natural. We realized that 
she would dislike us and be angry with us because 
we had encouraged her to talk about Mr. Martin. 
Angrily she denied that she had any of these feel- 
ings about us. We repeated that it would be nat- 
ural if she did. Again she broke in to deny it, a 
little less violently this time. We said it was all 
right; it did not matter much whether she had that 
feeling now; she was likely to have it later if she 
did not have it now. Sometimes it would perhaps 
be difficult for her to see us and talk with us 
because she knew she had told us some things 
about the situation which it was hard for her to 
have us know. At other times she would probably 
not feel that way. Mrs. Martin responded with, 
“You must find it hard to talk to people about all 
sorts of things.” We commented, “ You mean that 
you find it hard to talk to people, don’t you?” 
She began to deny this, stopped short and said 
almost wearily, after a moment’s hesitation, “I 
guess that is what I do mean.” Smiling, she added, 
“I guess you know all about me.” We made no 
comment and there was a brief silence. We broke 
this, asking if she wanted to come back next week. 
We did not want her to feel that she had to come 
in to talk with us. We knew that it upset her at 
times and was difficult for her, but thought that it 
was better for her, nevertheless, if she could talk 
about some of the things she was thinking. It 
was, however, something she would have to decide 
for herself. She said quickly, “I'll come. Just 
say when.” We suggested that we could save this 
time for her weekly if it was a convenient hour 
for her. She said that she would be in next 
Friday. 


Mrs. Martin came in the following week a few 
minutes early for her appointment. She spoke of 
being breathless from the extreme cold. She had 
been afraid that she was going to be late but she 
guessed she was a little early.. We agreed. She 
seemed much more relaxed than the previous week. 

Smiling, she remarked that she was not going to 
cry this time. We commented that she had a good 
deal of feeling regarding crying and talking to us 
about her feelings. She agreed. It never had 
been easy for her to talk. Of course she had 
never had much trouble to talk about before. 
Looking at us directly she said reproachfully that 
the things that had happened to her this past year 
could not be taken lightly. We commented that it 
was natural that it would be difficult for her to 
talk about them; we did not expect her to be able 
to take them lightly. Relaxing a little, she said 
that it was true that it was difficult for her to talk 
about them. She guessed it was foolish of her. 
She really did not understand why she was this 
way. We commented that it was difficult to under- 
stand ourselves sometimes but that there was 
always a reason for our feeling as we did. We 
would not say that it was foolish of her to feel 
this way but we did think that if she could find out 
why she felt this way it might be easier for her and 
she might be more comfortable. She said impul- 
sively that she thought it might be because of the 
way she had felt as a child about her mother. Her 
mother had been a stern woman and she had never 
been able to tell her things. All of them had felt 
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that way about her mother and she knows that 
today her sisters, like her, are unable to talk to 
people about their troubles. We commented that 
experiences of this sort from childhood are likely 
to be an important factor. We asked if it had been 
easier to talk with her father. Yes, he had not 
had set ideas like their mother. She added a little 
falteringly, “ But he was an old man.” He had 
left almost everything to their mother. She spoke 
again of how neither she nor any of her sisters 
had dared tell her mother anything they thought 
because they knew she would not approve. They 
just did not talk to her mother about anything. 
Looking directly at us, Mrs. Martin said that this 
was particularly true regarding sex. That was 
why it was so difficult for her to talk with us 
about things now. Laughing rather nervously she 
said that when she was first married she had been 
terribly narrow-minded. She had gotten over a 
lot of her crazy ideas by this time but she had 
been terrible then. 

Mrs. Martin became silent. She seemed unable 
to go on. After a while she looked up at us smil- 
ing a little and said, “ You would like to hear me 
talk, wouldn’t you?” We said quietly, “ Some- 
times you feel as though it is a battle between you 
and me to see if you are going to talk?” She 
hastily protested that she did not feel that way. 
We said, “ But it is something like that, isn’t it? ” 
She laughed then and agreed. We suggested that 
we did not want her to talk unless she wished and 
felt that it was helpful. She nodded and said that 
she really knew this. She added that she thought 
so much about things all week that it was really 
good to talk about them but that it was difficult. 
Laughing a little, she remarked that she was 


known as a great talker among her friends: 


although she knew we would not believe it. Grow- 
ing serious again, she said quite reproachfully that 
the things that had been happening to her were 
not easy to talk about. We told her we knew that 
they would not be easy for her. 

There was a pause which we broke for her say- 
ing, “ How are you feeling about everything by 
this time?” She told us quite easily that she was 
feeling much better than the previous week. She 
still found it hard to believe that Mr. Martin 
could have this disease but it was no longer such a 
shock to her. Looking directly at us she said, “ It 
was a shock, you know.” We felt that she was 
trying to convince us of this and replied quietly 
that we realized that it would be a shock. She 
told then how Mr. Martin had blurted it out as 
soon as he came into the house. She thought it 
would have been easier for her if he had told her 
more gradually, leading up to it. She guessed it 
had been such a shock to him that he could not 
keep it to himself longer. He never could keep 
anything from her in a situation like that. We 
nodded. She went on quite easily to talk further 
of Mr. Martin’s illness. She had found out a 
great many things since she saw us last week. For 
one thing Mr. Martin had been able to recall that 
his infection went back to his late teens when he 
was out with a girl. He noticed something after- 
wards and went to a doctor but was given only 
superficial treatment. She had never dreamt that 
Mr. Martin had lived with other women. She 
knew most men did, but she always had thought 
that Mr. Martin was different. We commented 
quietly that most men had experiences of this sort. 
She spoke of having always thought that Mr. 
Martin might have lived with other women 
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between his first marriage and his marriage to her. 
She used to question him a great deal about this 
and about his relationship with his first wife. She 
guessed she had been curious. We commented 
that it would be natural for her to wonder about 
this. She said that she certainly had wondered 
about it but that Mr. Martin never would talk 
much. It was right of him not to talk about his 
first wife. He has begun to talk about her now. 
Mrs. Martin thought that he might be worried 
about her, fearing that he had infected her. 

Mr. Martin had asked about her when he saw 
the doctor. The doctor had “bawled him out” 
for even telling her what the diagnosis was and 
had told Mr. Martin to forget her—it was enough 
if he worried about himself. Looking at us 
directly, Mrs. Martin asked if we would have told 
her if Mr. Martin had not. We said quite frankly 
that we would not have been able to do so and that 
we thought this would have been a difficult position 
for both of us. She would have felt with justice 
that we were “holding out” on her then. Laugh- 
ing, she agreed. She sat considering this for a 
moment, then asked if we thought the doctor had 
been right in “ bawling out” Mr. Martin for giv- 
ing her the diagnosis. We said that we did not 
know just what the doctor had in mind and we 
wondered whether he had considered everything 
involved. We suggested that, from our experience 
with other people in similar situations, it was gen- 
erally better if both husband and wife understood 
the situation. We wondered if she did not herself 
feel more comfortable knowing what was wrong. 
We knew that she had been thinking a great deal 
about what might be wrong and had felt pretty 
uncomfortable beforehand. She agreed and said 
that she guessed she would have kept right on 
wondering until she found out what the diagnosis 
was. We commented that she might have guessed 
the diagnosis when treatment was started. She 
did not think she knew enough about treatment for 
syphilis to make the connection herself but she 
would probably have asked one of her friends who 
was a nurse and found out in this way. She looked 
dismayed and said emphatically that this would 
have been much worse than finding out from Mr. 
Martin directly. She wondered what in the world 
the doctor had been thinking of when he “ bawled 
out” Mr. Martin. We said that we did not know 
but that the doctor had probably thought that it 
might be easier for her if she did not know. We 
added that of course doctors specialized in treat- 
ing diseases rather than in dealing with people’s 
feelings. Probably the doctor’s first thought was 
that not knowing would spare her, but we did not 
think it actually would. She agreed with our feel- 
ing that this would not have spared her. Looking 
at us, she said (with what we thought was sin- 
cerity) that she was surely feeling much better 
now, she was getting used to the idea that Mr. 
Martin had syphilis. Before she had always been 
studying Mr. Martin and looking up various dis- 
eases in a medical book she had at home in an 
effort to find out what was wrong. We commented 
that Mr. Martin probably knew that she had been 
worried about this and that they both had been 
uncomfortable about it. She agreed, saying with 
feeling that he would always ask her to lay down 
the book. It seemed to bother him. 

She told us that they were going to give Mr. 
Martin malaria treatment. Wasn’t that a pretty 
radical form of treatment? We agreed that it 
was and, on inquiry, went on to give a simple 


explanation of this form of treatment. Mrs. 
Martin told us with some question in her voice 
that the doctor had said that Mr. Martin would be 
well afterwards. We commented that we had not 
talked with the doctor about this particular case 
and could not say definitely, but that we knew that 
in a good many cases other treatment was given 
after the malaria treatment. We did not think that 
she should be alarmed or unduly discouraged if 
the doctor did suggest other treatment later. She 
spoke of tests Mr. Martin had been given in the 
Neurology Clinic, the doctor pricking him with a 
pin to see if he could feel any pain. The doctor 
had said that Mr. Martin was better than he had 
expected. She wondered if she could visit Mr. 
Martin while he was hospitalized. We said we 
thought that she could. She wondered if it was 
locomotor ataxia that Mr. Martin had. We said 
that the doctor had not made definite diagnosis 
and asked how she had come to decide that it must 
be this. She told us that she had noticed that Mr. 
Martin had some of the symptoms of locomotor 
ataxia described in her medical book but assured 
us that he had only a few of them. 

She spoke of the possibility that she might be 
infected herself. The doctor had been sure that 
she was not infected, but she thought that she 
would always think that it might be syphilis if 
she had a slight pain anywhere. We agreed that 
she could be sure that she was not infected by Mr. 
Martin if he had gotten the disease in his teens 
but we realized that she might still worry about 
this. Perhaps she would feel better if she did 
have a Wassermann. She could go to the hospital 
or to a private doctor, whichever seemed easier to 
her. She said she did not think she could go to 
either but that she might be able to after a time. 
She knew so little about syphilis. She had always 
thought that a wife would have the disease if the 
husband did. We commented that we thought this 
was quite a common idea because syphilis was so 
often spread through intercourse, but assured her 
again that it could not be spread in this way 
except during the period at which it was infectious. 
She asked after a moment’s hesitation whether 
their children would have been syphilitic, had they 
had any. We told her that they would not have 
been, unless she herself had been infected. She 
seemed quite interested, asking more about this, 
and we gave her what information we had. She 
spoke of gonorrhea in babies, mentioning how she 
had seen mothers become angry at hospitals when 
silver nitrate was put into their eyes to remove 
danger of infection, and asked what symptoms a 
luetic baby might show. She talked quite easily 
and freely about these things and we thought that 
she was quite relieved to be able to do so. 

Mrs. Martin asked the time and said that she 
must not keep us so long as last week. We said 
that had been all right. We did not usually have 
more than an hour, but had been able to arrange 
to see her longer last week. We realized that she 
was upset and had felt that it was best to let her 
talk things through as much as possible. She 
agreed that she had been upset. Looking directly 
=. us, she said that she felt much better after she 
eft us. 

She went back to the possibility that she might 
herself have a luetic infection. She knew that she 
did not, but she realized that she would imagine 
that she was infected whenever she had any kind 
of ailment in the future. She thought she would 
feel better if she had a Wassermann. We agreed 
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that this might be true, and wondered if she would 
find it easier to go to a private doctor or to the 
hospital. With much feeling she said that she 
did not think that she could ever go to a private 
doctor. She still did not think that she could go 
to a hospital, however. Of course it might be 
easier. Wasn't it a nurse who made the Wasser- 
mann test? That would be easier for her than if 
it was a doctor. We said that we did not know. 
She was almost sure that Mr. Martin had told her 
so. We suggested that she might want to think 
about going to the hospital, although it was nothing 
that she had to decide immediately. We talked 
rather directly of some of the features of dis- 
pensary care which she might find unpleasant—the 
crowded waiting room, the obvious poverty of 
some of the patients, the long wait, and so on. We 
knew that she might find some of these things diffi- 
cult, but people did get used to them and we 
thought that she could. Mrs. Martin nodded, and 
said that she thought she might be able to after a 
time. We suggested once more that she could 
think it over and decide for herself. 

She asked about payment for Mr. Martin’s care. 
She and Mr. Martin wanted to repay the hospital 
when they were able. We said she did not need to 
be concerned about this now; the type of care Mr. 
Martin was getting was expensive and the hospital 
was making no charge for it. Of course if they 
are later in a position to pay and want to do so, we 
were sure the hospital would be glad to receive 
any money they might want to give. 

We mentioned the hour and said we were unable 
to give her more time on this date. Mrs. Martin 
accepted this without apparent disturbance. She 
said quietly that there was one thing about which 
she wanted to ask us first and went on to explain 
that they were unable to make payment on a loan 
at the present time and wondered if we would stop 
in at the loan company sometime to verify the story 
she and Mr. Martin had already told there. We did 
not need to be in a hurry about it but, if we would 
stop when we were in the neighborhood, she would 
appreciate it. We said that we should be glad to 
do so, if she thought it would help. (This was the 
first time Mrs. Martin was able to ask us for 
anything. ) 

As she arose to go, she inquired whether we 
wanted to see her next week or were tired of talk- 
ing with her. She smiled a little as she said this. 
We replied that we were not tired of talking with 
her and would continue to save this time for her 
every week for the present. She looked pleased 
said that she would be seeing us next week 
then. 


MRS. MARTIN has since told us that her 
first thought, on learning that her husband 
was luetic, was that she might be responsible 
for his infection. She felt frightened and 
extremely guilty over her aggression toward 
him which she had verbalized to some extent 
in her initial interviews with us. It was nat- 
ural then that she sought to escape responsi- 
bility for her aggression by denying it and 
by projecting responsibility on us (we had 
made her say these bad things about her 
husband; we had suggested them to her). 
Unable to admit her desire to hurt her hus- 
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band, when she saw in his illness a possible 
result of her aggression toward him, she 
turned her anger upon us. We became 
identified in her mind with the stern mother 
to whom she had difficulty in talking and 
the very act of conversing with us became 
something through which, by withholding it, 
she felt she could hurt us. So it is that she 
says to us in the second recorded interview, 
“You would like to hear me talk, wouldn’t 
you?” 

Probably Mrs. Martin did not actually 
have any reality basis for thinking herself 
the source of Mr. Martin’s infection. She 
was a frigid woman who responded to the 
advances of men with expressed disgust and 
a simultaneous guilty awareness that she 
might herself have invited intimacy. At 
times she felt an overpowering desire to hurt 
her husband and found herself saying things 
to him that she later regretted. This, along 
with the knowledge that she had hurt him 
through her frigidity as well as her nagging, 
created a feeling of guilt to which we 
attribute her fear that she had infected Mr. 
Martin. 

The element of guilt made it difficult for 
Mrs. Martin to accept the diagnosis. She 
tried to deny it, saying, “ He never had 
syphilis.” In spite of her nursing experi- 
ence, she was confused about the disease and 
claimed an ignorance of facts which could 
not possibly have existed except for her own 
emotional blocking. Interestingly enough, 
she had herself told us that she thought she 
knew what was wrong with her husband all 
the time but shut her eyes to the knowledge 
because at first she could not bear it. She 
told us that before the diagnosis was made 
she would open medical books to passages 
describing the symptoms of paresis and then 
close the books quickly without allowing her- 
self to read them. 

Blundering in many respects as was our 
handling of these interviews, we think we 
did succeed in lessening somewhat Mrs. 
Martin’s anxiety and fear. Whatever release 
there was for her came from the simplest of 
case work procedures—that of freeing the 
client to accept a painful reality situation 
through giving him opportunity to express 
the feeling he has about it, through accepting 
him with the conflict he is bringing to us, 
and through helping him to understand what 
he is facing and the emotion that centers 
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around it. To most of us, the unknown is 
more frightening than that which we know 
and understand. Thus the diagnosis of 
syphilis became less disturbing to Mrs. 
Martin as she came to realize its existence 
and to understand what was involved. Our 
acceptance of the diagnosis and our freedom 


to talk about it was, to be sure, also an ele- 
ment in the situation. Similarly Mrs. 
Martin’s aggression toward her husband 
became a less frightening thing to her be- 
cause we were able to accept it and to help 
her see a little more clearly her feeling of 
guilt and ambivalence of feeling toward him. 


Credo of a Supervisor 


Jane Yearnd 


HAT can we read to guide us in our 
attempts to become good supervisors? 
Although we are not always articulate, most 
of us who are young and comparatively new 
in our jobs have more or less definite ideas 
of what we should like to be as supervisors. 
What can we do, while our job goes on, to 
make ourselves more nearly adequate to 
supervise others? We in the public relief 
field have been alert to the problem because 
of the way we grew. Many of us who were 
brought into the public relief agencies as 
supervisors had been in the field only a com- 
paratively brief time and felt ourselves far 
from the venerable persons whom we knew 
as supervisors in our student and junior case 
work days. Especially to those of us who 
had worked in private agencies the whole 
business of mechanics in public relief was 
amazing, and for a while we were too busy 
to think of anything but collecting from our 
twelve or fourteen staff members the numer- 
ous state and federal reports, accurate and 
on time, to have much concern for the 
workers themselves, or for our own develop- 
ment in the art of becoming real supervisors. 
About the time we had mastered the trick of 
juggling several kinds of reports, and at the 
same time knowing our workers, retrench- 
ments set in, and staff cuts were in order. 
At first this was easy, for the patently 
unsuited could be released. But, as time 
went on—and so did the cuts—real evalu- 
ations were essential, because there were no 
longer outstanding incompetents to weed 
out, only a group of sincere, earnest workers 
eager to attain professional standards, all 
masters by this time of the technic of keeping 
a large case load in order. Then we began 
to feel indeed that the job of janitor had its 
compensations when compared to the re- 


sponsibility placed on the supervisor to play 
“tin god” in deciding who had the best 
likelihood of succeeding in social work and 
who should hear the kind but irrevocable 
suggestion that “the emergency is ovér, and 
your real line is teaching anyway, so . . .” 
Then indeed did we begin to sense that there 
were not only administrative responsibilities 
in this job of being a supervisor but also 
definitely personal ones. Were we in any 
respect responsible for the end-ineffective- 
ness of the ones we had to release? 

The first stage is, then, administrative— 
the interpretation of orders, often conflicting 
and ever-changing, from the local office, the 
state, the federal government; official ap- 
proval of orders; gathering reports; check- 
ing surveys ; assigning districts. It is a mat- 
ter of some concern to us that for so long a 
time this phase seems uppermost. Of even 
more concern is it that some of our workers 
take an even longer time to recognize that 
there is anything more than this to our job. 
We all know the worker who, for many 
reasons too intricate to be touched on here, 
appears at conference with routine questions 
for our approval, who interrupts us at all 
hours every day for the same thing, and sees 
in us only a glorified rubber stamp. 

The second phase of supervision was aptly 
described recently by a worker (who must, 
incidentally, have a very satisfactory rela- 
tionship with his immediate superior). He 
said that the relationship should be one simi- 
lar to that in a law firm in which there was 
a consultant or senior partner with whom 
the younger or less experienced practitioner 
might discuss his difficult problems. In the 
case of new workers, this kind of relation- 
ship with the supervisor is probably the best 
opportunity for teaching. With the more 
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experienced workers, to the teaching func- 
tion is added the interplay of ideas from two 
points of view, the bringing of a fresh slant 
on an old problem. Yet this too can be a 
stopping point in the growth of both worker 
and supervisor, and probably is in more of 
the self-styled “ better agencies” than the 
first matter of constant preoccupation with 
details. In this slough lie the worker who 
appears at conference with the bland state- 
ment, “ I have no problems,” and the super- 
visor who answers, “All right, we won’t 
have a conference today.” 

Don’t mistake me when I cite these com- 
mon reactions as danger points. We all have 
those days when, regardless of scheduled 
conferences, there is simply not enough time 
for all that must be done. Those days, when 
the worker has four or five new applications 
to be investigated in addition to the regular 
calls to be made so that she can’t possibly 
keep the appointment with the supervisor, 
when a special supervisors’ meeting on bud- 
get cuts or something equally harrowing 
throws off all plans, are exceptions and do 
not, when they are infrequent, indicate 
evasion on the part of worker or supervisor. 
It is only when they repeatedly recur that 
some one should take the situation in hand. 


THE third phase of supervision, in which 
is to be found that spark which in my mind 
distinguishes a real supervisor from one who 
is merely going through the motions of 
supervising, is probably the one most intan- 
gible and least analyzed. In this age we jeer 
at the term “inspiration” and shy away 
from anything that seems even slightly senti- 
mental or mystical. We don’t like the idea 
of being inspirational for our workers, ma- 
ternal toward them, authoritative, or over- 
protective. We should not, we have decided, 
“case work” them as clients, although cer- 
tainly knowledge of their background and 
their interests is necessary as a part of our 
agency responsibility. What then is the 
relationship we must offer to raise this 
supervision business to an art? 

Of course, being social workers, we must 
answer that there is no magic formula for 
this process. We who have discussed the 
relationship idea have in all instances come 
back to the importance of knowing our 
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workers well enough to accept them as indi- 
viduals, of taking for granted their profes- 
sional interest in doing the job well, their 
mastery of mechanical details and sense of 
responsibility to the agency. It would seem 
that we could at least have these with which 
to start, in these days when so many aspir- 
ing social workers are not working. Beyond 
these as a foundation lies the building of the 
mature personality, of an individual with 
status as a person—intellectually alive, emo- 
tionally mature, and intelligently social. 
This task is undoubtedly primarily one for 
the worker himself, but success or failure in 
its accomplishment often depends on outside 
factors. The place of the supervisor in the 
picture will naturally vary with the individ- 
ual concerned, his requirements, and his 
stage of development in the setting. into 
which he is projecting himself. In our 
agency we have found that the regular 
scheduled conference period, occurring in a 
room set apart from the office and thus free 
from petty interruptions, is an excellent way 
of obtaining leisure really to talk with the 
workers and to know what they are think- 
ing. We also have adopted as a part of our 
periodic evaluation, when worker and super- 
visor together mark the evaluation sheet on 
the worker’s performance on the job, the 
procedure of inquiring from the worker 
what is expected of a supervisor, in what 
respects this is being given, and in what 
respects there is a lack. Obviously this, in 
order to be of any value, presupposes confi- 
dence and objectivity of relationship between 
the worker and supervisor. Incidentally, the 
sharing of the evaluation becomes actual 
only when the strengths and weaknesses of 
not one but both are brought out. 

“ Higher supervision” is a case work 
process, then, to the extent that the super- 
visor must know the individual worker well 
enough to decide whether the contact should 
help develop emotional maturity, should 
stimulate intellectual curiosity, or should 
merely teach technics. In most instances all 
these elements enter in, varying in emphasis 
and degree according to the individual and 
the circumstances. The real development 
of any of them is in the hands of the worker 
and must remain there. You can stimulate 
growth in the proper direction once you 
know what is needed, but isn’t it best to 
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wait for that direction to be revealed in the 
course of a natural contact rather than to 
probe in a frantic effort to reach stage three 
in supervision ? 

Leadership seems to be the keynote of this 
phase of supervision—leadership nicely bal- 
anced in a partnership arrangement that 
seeks constantly to bring out the best points 
of those participating. The good supervisor 
enjoys her job, is really interested in her 
workers but not mawkishly sentimental 
over them, and can change the emphasis in 
her relationship to them as the occasion 
demands. She can see the relationship of 
everyday things—that can be so drab and 
enervating when done day after day—to the 
larger picture of social welfare. She has a 
well integrated personality—she has balance, 
can laugh with, not at, everyone (including 
herself) when the occasion demands, can 
get details out of the way to make room for 
more important things and can help others 
do so. She has a breadth of vision that will 
not allow her to become wrapped up in her 
staff or her agency to the exclusion of all 
else, and she will bring to her workers such 


outside points of view as her interests have 
enabled her to find. She shares with the 
workers her enthusiasm, interest, and philos- 
ophy—not in any sense to impose them but 
to point the way to their individual develop- 
ment in staff members. Unless we can 
liberate some of the latent powers in the 
members of our staff we have no reason for 
being supervisors, for there are others in 
our agencies who could do the administra- 
tive end of the job as well as we are doing 
it ; there are also others who could bring into 
a conference on a problem a new point of 
view. The office manager could collect the 
reports; the workers could talk over their 
problems with each other and act on the 
result of combined ideas. If we are not 
leaders in the fullest sense of the word, we 
are violating our trust and are just the 
figureheads that we seem to politicians sur- 
veying the machinery of social work, espe- 
cially of public relief. It is a trust that we 
take very seriously, for in the rapidly chang- 
ing relief agency personnel we can see the 
influence that our training on the job is 
going to have on the social work of the 
future. 


Editorial Notes 


Research in Practice 


HE articles in this issue of THE FAMILY 

reiterate both implicitly and explicitly 
Osler’s frequently quoted axiom of emphasis 
on the patient rather than the disease. Sir 
James Mackenzie, the great heart specialist, 
emphasized this principle as basic not only 
in treatment but in clinical research: 


Surely it is important to find out how and where 
it [he is referring to “606” in the treatment of 
syphilis] acts? Yet that knowledge cannot be 
obtained until we know why, in one man, syphilis 
attacks the nervous system, in another the heart 
and blood vessels, in another the bones, and so on. 
Don’t you see that each patient is affected differ- 
ently by this disease, just as each patient is affected 
differently by all diseases? The success of a treat- 
ment must depend on the knowledge we possess of 
the effect of the disease on the individual. That 
knowledge can only be obtained at the bedside, 
after long years of study. 


His own remarkable discoveries were 


The Beloved Physician: Sir James Mackenzie: 
R. McNair Wilson. Macmillan, 1926. 


made at the bedside and his methods as well 
as his basic principles would seem to suggest 
some analogous procedures for a much 
needed kind of research in social case 
work—not research as a vague something to 
be undertaken in the isolation of the labora- 
tory, but as a living process going along 
with actual practice. 

Dr. Mackenzie early in his career found 
that his elders in the profession had de- 
veloped a so-called clinical sense, that their 
skill in recognition of the “ face of disease ” 
depended not so much on those signs and 
symptoms of disease with which medical 
schools are concerned as on the impression 
conveyed by the patient himself—but unfor- 
tunately these elders were unable to impart 
their knowledge to the younger doctor. 
They knew, but they didn’t know how they 
knew. So the young Mackenzie started to 
keep careful, detailed records of his observa- 
tions of all his patients. But he soon real- 
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ized that the time involved made such a 
method impossible. Gradually he evolved 
three basic essentials for his practical 
research : 

(1) The only way to find out what a 
symptom betokened was to wait and see 
what happened to the person with the 
symptom. 

(2) The discovery of the mechanism of 
symptoms (and their inter-relationship). 

(3) The discovery of the true scent or 
guiding principle—selection of a focus, so to 
speak. 

He realized that the “wait and see” 
method must be pursued deliberately and 


consciously, that it was no mere passive 


procedure. The findings of one year had to 
be corrected in the light of the findings of 
the next. 

‘“ Fle had the deepest possible faith in the 
value of subjective evidence, that is to say, 
of the sick person’s own knowledge of him- 
self and feelings about himself.” 

In the matter of recording he emphasized 
selectivity and spent considerable time with 
his colleagues on the study of what it was 
important to record in an attempt to de- 
velop a directed, purposeful recording of 
essential material. 

As Dr. Mackenzie pursued his observa- 
tions with dogged determination he made 
certain generic discoveries that have equal 
significance for research workers in other 
fields : 


The seeming exactness of a mechanical device 
appeals much more strongly to certain minds than 
a process of reasoning. . . . The public have a 
great belief in obscure and tortuous methods. This 
is really a part of human nature, revealed in the 
untutored savage who, in his troubles, makes for 
himself a graven image to worship, and in the faith 
that, today, finds solace in elaborate rites and cere- 
monies. The public demand from the mysteries of 
medicine what they require in the mysteries of 
religion, and where there is a demand, there will 
always be those to meet it . . . When we search 
for the recondite and the obscure, we fail to recog- 
nize the simple and the obvious. . . . There are 
three stages in the history of every medical dis- 
covery. When it is first announced, people say 
that it is not true. Then, a little later, when its 
truth has been borne in on them, so that it can no 
longer be denied, they say it is not important. 


The Family, February, 1937 


After that, if its importance becomes sufficiently 
obvious, they say that anyhow it is not new. 

Throughout his life Dr. Mackenzie em- 
phasized the potential contribution of the 
general practitioner to the understanding 
not only of sickness but of sick people. He 
was disturbed because his brilliant students 
tended to become “research workers in 
physiology and pathology rather than clini- 
cal students.” In his lectures and writings 
he stressed the fact that the teacher, the 
consultant, should be also a practicing phy- 
sician. Mackenzie himself in the last years 
of his life “ returned to general practice in 
order to study the earliest symptoms of dis- 
ease . . . The earliest symptoms of dis- 
ease, as he understood the term, were the 
feelings of men and women.” He recog- 
nized keenly the values of post mortems but 
urged an equally careful study of living 
material. 

Mackenzie made discoveries of tremen- 
dous importance to medicine. Of even 
greater importance is the fact that they were 
made as an integral part of his daily prac- 
tice. There is a significant challenge here 
for the social case worker to a similar study 
of living material, to a similar devotion to 
meticulous observation and precise record- 
ing. In our own field this kind of research 
is still almost untouched. Its possibilities in 
terms of professional development and of 
skilled service to human beings can be real- 
ized only as each practitioner in social case 
work is imbued with the essential value of 
his unique contribution growing out of his 
day-by-day practice. The road is difficult ; 
immediate rewards are likely to be few. To 
quote Mackenzie again, “ Such a contem- 
plation of our work seems discouraging, for 
we all like to see the fruits of our endeavors. 
But it must be borne in mind that all great 
enterprises are based on work that has been 
done by individuals whose past is lost in 
oblivion. Someone has to do the obscure 
but necessary work of digging a foundation, 
and if it falls to our ‘part, we must be content 
with the knowledge that we are playing a 
necessary part in a great enterprise.” 
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Book Reviews 


Social Work Book-of-the-Month 


UPERVISION 1n Soctat Case Work, by 
Virginia P. Robinson, defines supervision as 
a unique educational process whereby not 
only certain technical skills are acquired and cer- 
tain background knowledge is put to practical use 
but certain necessary changes in intellectual and 
emotional operation are effected in the student for 
the attainment of professional competence in the 
practice of case work. In its discussion of the 
supervisory function, its methods and its problems, 
the book has scope, practicality, and a searching 
simplicity. More successfully than any previous 
contribution to case work literature it establishes 
the professional significance with which every 
phase of case work functioning is invested by the 
trained case worker who has learned through 
supervision to exercise self-responsibility, dis- 
cretionary judgment, and conscious skill. Further- 
more this professional significance is found in con- 
crete procedures as well as in highly complicated 
processes so that all the forms and specialized 
functions of the case work fields become grounded 
in the same generic unity. (University of North 
Carolina Press or THe Famury, $2.50.) 


PENDING to Save: The Complete Story of 
Relief: Harry L. Hopkins. 197 pp., 1936. 
W. W. Norton, New York, or Tue Fairy, 

$1.50. 


The fore-title of this book is illuminating. The 
federal relief program of 1933-1936, differing so 
widely from any other this country has known, can 
be understood only if it is kept in mind that sur- 
rounding it has been a preoccupation with recovery 
measures, of which this was only one. Relief ex- 
penditures have been regarded in the light of 
stimulating industrial production through keeping 
up the nation’s powers of consumption. It is an 
interesting exercise to read Mr. Hopkins’ book 
along with Leah Feder’s Unemployment Relief in 
Periods of Depression. Dr. Feder shows how, in 
earlier periods of economic stress, emphasis in 
relief programs was strictly confined to the 
humanitarian; the effect of these programs upon 
retail trade, wage rates, employment practices, and 
so on, was ignored, along with the economic 
causation of unemployment, until the depression of 
1914-1915, when attention began to be paid among 
social and economic reformers to the possibility of 
preventing cyclical unemployment through various 
types of control. While it is not implied that the 
humanitarian motive played any less part in the 
Roosevelt administration’s calculations, there has 
been evident a new determination to use wide-scale 


relief itself as a tool of economic recovery. This 
fact explains and might have been used at many 
points to elaborate the account given by Mr. 
Hopkins. 

CWA, for instance, was clearly meant to extend 
into the area of recovery measures; but it was 
never possible to lead the country to think of it as 
such. In the eyes of the average voter and tax- 
payer, CWA was a relief measure or, if it wasn’t, 
he believed it ought to be; and, as a relief measure, 
he felt that it was costing too much. Whether the 
abandonment of CWA was a reluctant bowing to 
the will of an unconvinced people, or whether the 
Administration itself lost confidence in it as a 
recovery measure, may never be known. Mr. 
Hopkins’ statement gives only tantalizing side- 
lights on this question. Similarly, during the first 
year of WPA, official statements were to the effect 
that it must not be regarded as a relief program; 
and efforts were made to administer it in accord- 
ance with this theory. With the new appropriation 
of last July, these attempts were abandoned, and 
WPA now emerges squarely as a measure of relief. 
Was the original concept a camouflage? Did the 
Administration suffer a genuine change of view 
under the impact of experience? Again, Mr. 
Hopkins does not say. Another instance of unex- 
plained changes of program may be found in Ad- 
ministration attitudes toward the production-for- 
use by the unemployed and similar measures. Mr. 
Hopkins writes: 

To offer the unemployed a replica of the outside 
business world, if that had been desirable, was not 
in the cards. Policy from the first was not to 
compete with private business. Hence we could 
neither work on private property, set up a rival 
merchandising system, nor form a work outlet 
through manufacturing, even though manufactur- 
ing had contributed to relief rolls hundreds of 


thousands of workers accustomed to operating 
machines and to doing nothing else for a living. 


But this does not reflect the experience of alter- 
nate hot and cold currents from Washington 
toward these projects. The dilemma in which the 
Administration was placed by the conflict of eco- 
nomic theory and pressure from interested sources, 
with the needs felt by groups of unemployed people 
and their supporters, was reflected in no such 
consistent policy as this passage would indicate, 
and the same may be said of many other brief 
categorical statements which the book contains. 

The references to social workers throughout the 
book are also interesting, and some of them reflect 
the impatience that the Administration has come 
to feel with the dogged insistence from organized 
social work that the relief program should be fitted 
first of all to the needs of the unemployed and only 
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secondarily, if at all, to industrial recovery. The 
ambivalence displayed by Mr. Hopkins in this con- 
nection must reflect a cross-pressure difficult to 
bear, between the economic advisers of the Admin- 
istration and the philosophy of Mr. Hopkins him- 
self and those nearest him, most of whom have 
themselves come along with him, out of a back- 
ground of social work. He mentions approvingly 
the testimony given by individual social workers 
at the Congressional hearings; yet we find him 
ignoring the important part played by individual 
social workers and by the A.A.S.W. in drafting 
the Federal Emergency Relief Act of 1933—that 
story has not yet been told. We find him speaking 
of the transfer of farm families to rural rehabili- 
tation as “relieving” them of the social worker! 

Written as it undoubtedly was for pre-election 
reading, Mr. Hopkins passes lightly and easily 
over the results of some of the changes of pro- 
gram. The uninformed reader, for instance, might 
be led to believe that WPA provided more security 
for homeless wanderers than did the defunct 
Transient Service. It must be said that the book 
is far from the “complete story of relief” which 
the sub-title promises. Taken as a piece of special 
pleading, it is, however, engagingly frank in spots. 

“We have never given adequate relief. We can 
only say that out of every dollar entrusted to us 
for the lessening of their distress, the maximum 
amount humanly possible was put into their hands,” 
and “In our own anxiety to achieve a work pro- 
gram I think we as an administration have perhaps 
overemphasized the undesirability of relief, inas- 
much as we have not been able to remove from 
hundreds of thousands of people the inescapability 
of accepting it” are statements that disarm criti- 
cism. However wide the differences of opinion 
may have been, those who most deplore some of 
the directions taken by the federal relief program 
can never forget the brilliance with which it was 
conceived nor the energy with which it has been 
executed; the depth of concern for the unfortunate 
that this Administration has demonstrated, nor the 
vast increase in responsibility for their succor that 
it has been willing to assume. As an emergency 
effort, it has been little short of magnificent, even 
allowing for the shortcomings which Mr. Hopkins’ 
volume does not reveal. 

In bulk, more than half the book is devoted to a 
critical analysis of governmental relief measures 
prior to 1933. The record of activities under Mr. 
Hopkins’ own direction during the last three years 
is treated in six short chapters, some chronological 
and some topical, comprising only about 80 pages. 
His final chapter on the outlook for the future is 
partly Mr. Hopkins’ vision of a more just economic 
distribution of the nation’s goods and income, and 
partly his prescription for those who are excluded, 
temporarily or permanently, from participation in 
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industry. His plea is for care for unemployables 
through a Social Security Board with greatly 
extended supervisory powers—he does not call this, 
however, a Federal Department of Public Wel- 
fare—and care for employables through unemploy- 
ment insurance supplemented by a permanent 
WPA. 


Joanna C. Corcorp 
Russell Sage Foundation, New York 


UBSTITUTE Parents (A Study of Foster 
Families): Mary Buell Sayles. 309 pp., 
1936. Commonwealth Fund, New York, or 

Tue Famity, $1.75. 


This is a very conscientious book, with a concern 
so scrupulous for the careful balancing of con- 
clusions and the avoidance of ambiguity that it 
loses a little in interest and readability by necessity 
of recapitulation and stress on the limitations of the 
resources for study. To those regularly engaged 
in the work of child-placing the book should be 
helpful, especially as a book to be put in the hands 
of the younger and less experienced worker. It 
assembles, simply and easily, a great many of what 
are now almost axiomatic statements of the broad 
general principles and precautions upon which sub- 
stitute parents and children are brought together. 
For the same reason the early part of the book 
might well be illuminating to many would-be 
foster parents. 

The general thesis of the book, a study of suc- 
cessful placing, is intriguing. It would be exciting 
to have an analysis of success and it is here that 
the book is a little disappointing—a disappoint- 
ment which is, perhaps, in respect to the author, a 
defect of her quality, a consequence of that very 
conscientiousness which makes the book valuable 
as far as it goes but which guards against saying 
more than “these times we appear to have found 
successful substitute parental relationships and 
they were of this kind.” 

There is in the book nothing particularly new; 
the method, use of the illustrative case history, is 
one commonly employed in studies of this sort, 
but the book is not less useful on this account. 
The case stories are well chosen and well told. 
Generalization is conservative and keeps one within 
the knowable field—at-the same time making one 
aware of how much more must lie beyond. One 
could wish for just a little more imaginative 
speculation. With so much evidence of careful 
and thoughtful preparation one feels sure the 
author has a basis for a broader treatment of her 
theme than she has cared to assume. 

Grace Louise Hupparp 


State Charities Aid Association, New York 
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AIR anp CLEAR IN THE Home: A Symposium 
on Household Employment. Edited by Doro- 
thy P. Wells and Carol Biba. 79 pp., 1936. 

Womans Press, New York, or THE FamILy, 

$1.00. 

This symposium on household employment is 
done in interesting, readable style but presents 
factual material which every homemaker of 
gumption will be delighted to see. Housework 
has been a puzzling problem ever since the first 
slave girl, brought in from the brush, took over 
part of the camp-fire duties of the big chief's 
squaw. And everybody knows the counterpart of 
this in the settlements of New England and Vir- 
ginia, when Indian girls were broken in as the 
first domestics in America. What is happening 
in 1936 is just as picturesque and is a hundred 
times more hopeful for the perplexed housewife 
of today who will find in this stunning book, 
edited by Dorothy P. Wells and Carol Biba of 
the Laboratory Division of the National Board 
Y.W.C.A., biting pictures of community experi- 
ments that are under way in half a hundred cities, 
under Y.W.C.A. leadership, among household em- 
ployers and employees, to make housework and 
its supervision by the employer desired jobs. For 
there are two jobs here, not one, as this book 
makes plain. And that will be a personal dis- 
covery as big as that of America, for some readers 
of this book! 

An interview method for the first contact be- 
tween employer and employee and the laying out 
of work has been developed; there have been 
created standards for basic agreements between 
employers and employees in a considerable number 
of communities; the use of schedules of household 
tasks for employee and, in parallel form, for 
employer is being experimented with in a number 
of cities; the psychological analysis of personality 
problems between employers and employees is pre- 
sented. A summary of legislation affecting the 
household worker and its place in social security 
and similar legislation is also sketched. This book 
will be a treasure house for the individual home- 
maker and for the local study groups of progres- 
sive household employers who are beginning here 
and there to study their job. 

BENJAMIN R. ANDREWS 
Teachers College, Columbia University 


ONVALESCENT Care 1n Great Britain: 
Elizabeth Greene Gardiner. 163 pp., 1935. 
Social Service Monograph, No. 34, Univer- 

sity of Chicago Press, or THe Famiury, $1.50. 
Impressed by the dearth of convalescent care 
facilities over the United States, except possibly 
New York City which alone has 50 per cent of 
the country’s supply, and believing that Great 





Britain’s wide experience in this field could be 
utilized, the author, a former President of the 
American Association of Medical Social Workers, 
presents a first hand description of the much more 
advanced development in that country in propor- 
tion to the population. She traces the various 
forces and organizations which have fostered this; 
the provision made for both sexes, the various 
age groups, types of medical conditions most fre- 
quently requiring convalescent care; the standards 
of care given; the supervision received; and the 
costs involved, together with the sources of 
financial support. 

The difference between the need for convales- 
cent and hospital care is brought out, showing that 
empty hospital beds in the United States-do not 
necessarily mean adequate facilities for convales- 
cent care, since the latter requires, among other 
features, a different therapeutic approach, a dif- 
ferent physical and psychological environment, and 
even has its preventive aspects. Persons concerned 
with developing adequate facilities in the United 
States should find of real value in their planning, 
this clearly written book, supplemented by its full 
references and thorough bibliography of English 
and American literature in the form of books, 
articles, reports, and government documents on this 
subject. 

IRENE GRANT 
Veterans Administration, 
Washington, D.C. 


ESTINY anp Disease tn Menta Drs- 
orpERS (With Special Reference to the 
Schizophrenic Psychoses): C. Macfie 
Campbell, M.D. 207 pp., 1935. W. W. Norton 
& Company, Inc., New York, or THe Famiry, 


$2.00. 


This book embodies the three Thomas W. 
Salmon Memorial Lectures delivered by Dr. 
Campbell. It offers, with special reference to the 
schizophrenic psychoses, an account of many 
troubled lives observed in the service of a psycho- 
pathic hospital, formulated in terms of the human 
personality grappling with the special difficulties 
of the individual destiny. 

In the first part, Trends in Psychiatry, Dr. 
Campbell points out the escape of psychiatry from 
the narrow field of mental disorders into the 
broader field of human activities and shows that 
the task of the psychiatrist is no longer solely to 
identify a clinical picture but to study and under- 
stand all the forces operative in the problem in 
human adaptation presented in the individual case; 
to get to grips with the actual dynamic situation; 
to reconstruct in detail the life history, with atten- 
tion to the sensitizing or conditioning influence of 
environmental factors, and with due appreciation 
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of the nature of emotional disturbances, of substi- 
tutive and evasive reactions, of symbolic expres- 
sions, and of the various modes of getting satisfac- 
tion for the complicated needs of the individual. 
He notes that the trend of psychiatric thought is 
to emphasize the integration of all the component 
forces in the individual to effect the amelioration 
of disturbed function and the restoration of per- 
sonal efficiency. 

In the section, The Stuff of Life and the Schizo- 
phrenic Reaction, the author presents a classifi- 
cation of schizophrenic patients based particularly 
upon a consideration of personal and environ- 
mental factors, liberally illustrated with brief and 
instructive life histories in which the outstanding 
drama and conflicts are skilfully depicted and dis- 
cussed. Dr. Campbell emphasizes that every 
patient is an individual problem, not a standardized 
article and not merely a particular example of a 
recognized disorder. He stresses the desirability 
of looking on the psychosis as a partial expression 
of the underlying needs of the personality, as 
merely one phase of the patient’s attempt at adap- 
tation to his life situation. This background must 
be accorded due attention in the intensive investi- 
gation of specific symptoms and possible causes. 
The results of the clinical investigation have to be 
evaluated in the setting of the personality, of the 
human needs of the patient, and of the demands 
made upon him by the environment. 

In the third lecture, Our Kinship with the 
Schizophrenic, Dr. Campbell indicates that a re- 
view of the schizophrenic psychoses seems to les- 
sen the apparent gap between the schizophrenic and 
the normal mentality; the schizophrenic begins to 
appear less alien, his idiom becomes more intel- 
ligible, and his behavior resolves itself into a 
caricature of the familiar traits of human nature. 

To the social worker, to everyone dealing with 
human relations, Dr. Campbell’s interesting book 
will bring a deeper insight into and a more en- 
lightened attitude toward the schizophrenic and the 
varied and more complicated problems of human 
adaptation. It will give a clearer insight into the 
deeper forces of human nature and the complex 
structure of personality. 

LeRoy M. A. Maeper, M.D. 
Philadelphia 


REATIVE MaNnaGEMENT: Ordway Tead. 
59 pp., 1935. Association Press, New York, 
or THe Famtrty, 50 cents. 

In fifty pages Ordway Tead has made one of 
the most original, important, and valuable con- 
tributions to the literature of social welfare ad- 
ministration that have been made in the last ten 
years. While written primarily from the stand- 
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osophy enunciated is intended to apply to social 
agencies in general. 

“ Management will be creative,” says 
Tead, “as it builds its structure in such ways 
as to assure that its aims are being realized . . . 
in the every-day conduct of the staff in its 
relations with the members or the clientele.” 

The author describes four groups as playing 
a part in the welfare organization: the “mem- 
bership or clientele” (these are two different 
groups in case working agencies, though the 
author does not indicate this); the board of di- 
rectors; the managerial and professional staff; and 
the housekeeping or maintenance staff. He de- 
clares that true co-ordination depends upon the 
principle of representation of interests and advo- 
cates that the governing board of the organization 
should be composed of representatives of these 
various groups. Here is material for a whole 
barrelful of administrative discussions! 

Leadership as an aid to co-ordination; the ex- 
ecutive in relation to the board, staff, committee 
work, and administration; programs in relation to 
aims; building the program; the will to act; rela- 
tions with the local community; staff members as 
individuals in the community—these are among the 
provocative topics discussed. 

No short review can do justice to this mono- 
graph. Ordway Tead has already made major 
contributions to administrative literature in Per- 
sonnel Administration, Human Nature and Man- 
agement, and The Art of Leadership. This new 
pamphlet deserves a careful reading by every so- 
cial work executive and careful study and dis- 
cussion in classes on administration. It should 
not be too easily accepted and given lip-service. 
It is not a treatise to be read and placed on the 
library shelf; it is an administrative tool to be 
used. May there be more forging of such tools! 

ArtHUR DUNHAM 
Professor of Community Organization, 
University of Michigan 


SYCHOLOGICAL Dracnosis 1Nn_ SOcrIAL 

ADJUSTMENT: Percival M. Symonds. 362 pp., 

pp., 1934. American Book Company or THE 
Fairy, $3.00. 


This book was written for psychologists, sociolo- 
gists, and educators for their aid in social recon- 
struction. The author has chosen three educational 
objectives: vocation, civic education, and ethical 
character, as points for discussion. In four brief 
chapters, each followed by a bibliography, Dr. 
Symonds considers the diagnosis of criminal tend- 
encies, of mental disorder, of vocational fitness, 
and of citizenship and leadership. Treatment of 
the subject matter is academic. There is con- 
siderable attention given to measurement of char- 
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acter qualities and ethical knowledge, physical 
symptoms, and classification of mental mecha- 
nisms. While the author emphasizes the impor- 
tance of personal history and interviews, there is a 
strong current of doubt about the value of the 
latter. Freud, the unconscious, and the psycho- 
analytic method are mentioned in appropriate 
places, but without conviction. 

A long appendix contains an annotated list of 
tests, scales and questionnaires constructed for 
the purpose of measuring or detecting character 
qualities, behavior traits, vocational and avoca- 
tional interests, and the like. This will have some 
value as a reference index as it is quite inclusive, 
gives a brief description of each test, and some 
indication of its reliability or correlative value 
when the information is obtainable. 

For those who are unacquainted with social 
work there are some helpful points of view ex- 
pressed about delinquency, mental disorder, and 
constructive planning for developing good citizen- 
ship. For the trained and experienced social 
worker there is little here that will add to her 
understanding or skill. 

JEANETTE REGENSBURG 
Institute of Family Service, 
New York C.O.S. 


NCOME anp Economic Procress (Division of 
the National Income): Harold G. Moulton. 
191 pp., 1935. Brookings Institution, Wash- 

ington, D. C., or THe Famury, $2.00. 

This, the fourth and concluding volume of the 
Institution in their recent study of “the distribu- 
tion of wealth and income in relation to economic 
progress,” is based upon the material and findings 
of the first three reports. 

While giving weight to approaches looking 
toward increase of wages, profit sharing programs, 
and the like, it questions whether these can be 
relied upon as a chief way of arriving at a better 
distributive system. In this connection it calls 
attention to the danger of arriving at a static way 
of thinking of distributing wealth already pro- 
duced, as contrasted with a dynamic concept of 
drawing out the increasing product and of an in- 
creasing abundance for all. 

The main line of attack, as they see it, is upon 
the abuse of an economic advantage “to protect 
existing business enterprises by protecting the 
price structure.” With increased productivity, con- 
stant revamping of the price structure is the chan- 
nel of activity they consider the most hopeful. 
They question therefore any attempts at stabiliza- 
tion of prices; whatever impedes their downward 
tendency is false economy. 

This, they say, is not “to inject ethical values 
or political ideals into an economic problem,” yet 
we are told in the next sentence that “the under- 


lying purpose of business is to serve people.” 
After all, what they are suggesting may not be 
“ethical” or “political” but it certainly is 
“social.” This separation of the economic from 
other areas is an absurdity. Economic concepts 
really involve a social imagination which follows 
through to all the different, reverberating effects 
of a given line of business action upon all con- 
cerned and upon the tomorrow of the world. The 
author might have gone on to the fact that a 
grossly limited business education (using “ educa- 
tion” to include not only formal but on-the-job 
education) is one of the things that absolutely 
require attention. In too many instances, imme- 
diate returns rather than ultimate returns—social 
and personal—have been visualized as the objective. 

Certainly we do need to have emphasized the 
dynamic quality of business, the need of its con- 
stant fluidity and change. We need to realize all 
the weaknesses in other kinds of approaches to the 
problems of distribution and to proceed in what- 
ever may be the fundamental and sound ways to a 
more dynamic distribution giving us a real com- 
monwealth of free people living amply. Yet, after 
all, is not one of the fundamentals to change the 
whole attitude about business as something apart 
from other spheres of human activity? At least 
it must have a social vision, it must be fused with 
that in order to be sound business. 

Francis H. McLEAN 


ARRIAGE Connrttons tn A PALESTINIAN 
VirtaceE, Vol. II: Hilma Grangqvist. 
Societas Scientarium Fennica, Helsingfors 

(Finland), 1935, 366 pp., 160 marks. 

After spending about two years in a small 
Mohammedan village near Bethlehem, Dr. Gran- 
qvist in her first volume described not only the 
present relationships of the inhabitants but the 
family history of each person for a hundred years. 
In this second volume she presents the general 
fruits of this intimate research, correlating her 
own discoveries with all the available literature on 
the subject. Working out from this small village 
group the reader comes to understand the legal, 
religious, and traditional framework of the Mo- 
hammedan family from betrothal, through wedding 
and home life, to separation, divorce, or widowhood. 

In even a casual reading one is struck by three 
unappreciated aspects of Mohammedan family life: 
that much of the law and custom of the Old Testa- 
ment is still observed by Palestinian Arabs (for 
instance, the bride-price and the levirate); that 
the position of the husband would seem legally to 
be dominant (he purchases his wife and may 
divorce her at will); but that social attitude and 
economic exigencies afford the Mohammedan wife 
a considerable measure of independence and respect. 
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It would be redundant for this reviewer to com- 
pliment Dr. Granqvist on the thoroughness of her 
method and the comprehensiveness of her product. 
But he is struck anew with the interest and color 
the study creates, not only for the ethnologist but 
for the fireside traveler. 

GEOFFREY May 
Social Security Board 


To Read or to Use 


Foster-Family Care, a bibliography compiled by 
Margaret M. Otto for the Russell Sage Foundation 
Library, Bulletin No. 193, Oct., 1936. (10 cents, 
from the Foundation, 130 East 22d Street, New 
York, N. Y.) 

A list of Theses and Studies on the Problem of 
Transiency and Homelessness, written at the 
various schools of social work, will be sent free on 
request by the Committee on Care of Transient 
and Homeless, 1270 Sixth Avenue, New York, 
a 

Teaching Family Relationships (90¢), Living 
Together in the Family ($1.10), Pictures of Family 
Life ($1.40), and A Student Study Guide (30¢)— 
all by Lemo Dennis Rockwood—provide a back- 
ground for study of family life in high schools or 
study groups. (American Home Economics Ass’n, 
Washington, D. C.) 
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BOsTON COLLEGE SCHOOL 
OF SOCIAL WORK 


professional school compris- 
4 ing two years of social work 
training in theory and prac- 
tice for men and women. A graduate 
school leading to a master’s degree 
in social work. A Catholic school 
equipped to effect a synthesis of 
Catholic principles and social work 
techniques and affording students of 
all faiths an opportunity to develop a 
substantial spirituality. 

First Semester—Sept. 21, 1936 

Second Semester—Feb. 1, 1937 


Address The Dean 


Boston College School 
of Social Work 


126 Newbury Street 
Boston, Massachusetts 


CATALOGUE SENT ON REQUEST 
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THE NEW YORK SCHOOL 
OF SOCIAL WORK 


SUMMER QUARTER—1937 


Term A—June 15-July 23 
Term B—July 26-August 31 


A few of the courses open to experi- 
enced social workers are listed below: 


Public Welfare Problems 

Public Relief Administration 

Government and Social Work 
Seminar for Supervisors 

Case Studies in Mental Hygiene Problems 
of Childhood 
Medical Social Problems 
Social Work with the Foreign Born 


Philosophic Interpretations of American 
Culture 


Perspectives in Social Work 
For special summer catalogue listing all 


courses, admission requirements, etc., write 
the Registrar. 


122 East TWENTY-SECOND STREET 
New York N. Y. 














SMITH COLLEGE SCHOOL FOR 
SOCIAL WORK 
Courses or INSTRUCTION 

Plan A The course leading to the Master’s degree 

consists of three summer sessions at Smith 

College and two winter sessions of supervised case 

work at selected social agencies in various cities. This 

course is designed for those who have little or no 
previous experience in social work. Limited to forty. 

Plan B_ Applicants who have at least one year’s ex- 

perience in an approved social agency, or the 
equivalent, may receive credit for the first summer 
session and the first winter session, and receive 

Master’s degree upon the completion of the require- 

ments of two summer sessions and one winter session 

of supervised case work. Limited to forty. 

Plan C A summer session af eight weeks is open to 

experienced social workers. A special course 
in case work is offered by Miss Ruth Smalley. Limited 
to thirty-five. 

Plan D An advanced course of training in the super- 

vision and teaching of social case work, con- 

ducted by Miss Bertha Capen Reynolds, Associate Di- 

rector of the School, and staff. Graduates of schools of 

social work with two years’ case work experience are 
eligible for admission. The course consists of two sum- 
mer sessions at Smith College and a winter of supervision 
and teaching during which the student may hold a — 
position in a social agency. Limited to twenty-five. 

Seminars of two weeks on the following topics are open 

to a limited number of qualified persons: 

1. Application of Mental Hygiens to Present-day Prob- 
lems in Case Work with Families. Miss Grace 
Marcus and Dr. Evelyn Alpern. July 12-24. 

2. Application of Depth Psychology to Social Case 

ork. Dr. LeRoy M. A. Maeder and Miss Beatrice 
H. Wajdyk. July 26—-August 7. 

3. The Supervisor in Public Welfare. Mr. Glenn 

Jackson and Miss Mary Whitehead. August 9-21. 


For further information write to 
THE DIRECTOR COLLEGE HALL 8 
NortTHampron, MassacHUSETTS 
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Supervision in 


Social Case Work 


by VIRGINIA P. ROBINSON 


Author of “A Changing Psychology 
in Social Case Work” 





HE first important attempt to de- 

fine and describe supervision in 
social case work as an educational 
process. Excellent examples of the use 
of this method are cited from records 
of supervisors and case workers. 


200 pages. $2.50 
U N C Press, Chapel Hill, N. C. 




















An Essential 


The 1937 
INTER-AGENCY SERVICE 


Directory of Family Welfare 
Agencies 

The numerous changes in the various 
state set-ups have necessitated a com- 
plete revision of the Directory for 1937 
use. 
Over a thousand family welfare agen- 
cies are now listed in the United States 
and Canada . . . with arrangements 
for forwarding service in 47 states, 7 
Canadian provinces, and 39 foreign 
countries. 
Full instructions for using the Direc- 
tory and suggestions for writing letters 
of inquiry are contained in the Intro- 
duction. (Reprints, 5¢.) 


116 pp. $1.00 per copy 
































FAMILY WELFARE ASSOCIATION 
OF AMERICA 
130 East 22p Street, New York, N. Y. 




















When in New York 








Facihties for 


LUNCHEONS 
TEAS 
DINNERS 
MEETINGS 








Hotel PARKSIDE 


NEW YORK 


HE PARKSIDE is one of New York’s nicest hotels, 


facing directly on private Gramercy Park. It main- 








tains traditionally high standards and homelike atmos- 
phere. 3 minutes’ walk to Welfare Council and Social 
Agencies. Single rooms from $2 a day . . . attrac- 
tive weekly and monthly rates . . . moderate priced 
restaurant. Roof Terraces and Solariums. 


woe: 


20th Street at Irving Place, New York 


Under Knott Management 




















Current and back issues of Tue Famuty are indexed in the International Index under subject headings — 


February, 1937, The Family 















